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THE BRITISH MEDICAL JOURNAL 


with its circulation of more than 83,000 copies a week, is 
read by between 80 and 90 per cent of all practising doctors 
in the United Kingdom and by many thousands of others 
throughout the world. Among those who find it most 
rewarding to read the B.M.J. attentively are Medical Offi- 
cers of Health. There is hardly a page in each issue which 
does not contribute in some way to the great store of know- 
ledge which is essential in their day-to-day work. 


THE BRITISH 
MEDICAL 
JOURNAL 
AND THE 
MEDICAL 
OFFICER 
OF HEALTH 


Holding as he does a key position in the local health services, 
the Medical Officer of Health must have the tact of an 
aiministrator, the clinical instinct of a G.P., the ability to 
simplify increasingly intricate medical problems for the 
sake of his lay associates, plus familiarity with the principles 
and practice of statistics, sociology and all recent advances 
in medical thought. He is indeed a specialist in his own 
right .. . some would say, a specialist in omniscience. 


epidemic as they see it. Informed comment 


VITAL STATISTICS . 
on public health questions appears regularly 


Covering as it does every aspect of medical 


life, thought and practice, the B.M.J. is 
invaluable as a source of information for the 
Medical Officer of Health. Every week, for 
instance, it publishes in tabular form the 
latest information about the incidence of 
infectious diseases. Areas where the noti- 
fication rate is high for particular diseases 
are given special mention . . . useful in- 
formation for Medical Officers of Health in 
neighbouring areas, who must be on their 
guard against epidemics. 


INFORMED AND TOPICAL 

Also included in the Vital Statistics section 
of the B.M.J. is comment on many matters 
of epidemiological and public health interest. 
Whenever there are serious epidemics .. . 
such as the epidemic of Asian influenza in 
1958 and the measles outbreak in the Spring 
of 1959... reports are published from 
medical officers of health and general practi- 
tioners describing the various features of the 


in other sections of the Journal, notably on 
various aspects of preventive medicine. 


AN EXPANDING SUBJECT 

As the scope of preventive medicine expands, 
so the number of important original contri- 
butions on the subject increases . . . contri- 
butions, for instance, dealing with the 
relationship between smoking and cancer, 
on B.C.G., on polio vaccine (live and killed), 
and on atmospheric pollution. In addition, 
the proceedings of the Public Health Com- 
mittee of the B.M.A. are regularly reported 
in the Supplement, which also contains much 
information on medico-political matters 
with which the Medical Officer of Health is 
expected to be familiar. 

In all these ways the B.M.J. provides up-to- 
date information for the Medical Officer of 
Health in a form which is easy to assimilate. 
No other periodical covers such a wide range 
of knowledge, or covers it so thoroughly. 


*If you are to keep informed on all matters affecting the public 


health then you must read the original articles and the leaders 
and annotations published weekly in the ‘British Medical Journal ”’ 


BRITISH MEDICAL JOURNAL 
Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.| 
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— The Latest Titles from Butterworths —~ 


GENERAL ANAESTHESIA 
Edited by FRANKIS T. EVANS, M.B., B.S., F.F.A.R.C.S., D.A., and 
CECIL GRAY, M.D., F.F.A.R.C.S. In two volumes: Vol. I, Pp. xiv+ 531 
+ Index; Vol. Il, Pp. xii+431+Index. 194 illustrations. £7 7s. net per 


set, by post, 2s. 9d. extra. 

The whole wide field of anaesthesia is covered in these two volumes. The first takes in 
basic principles, covering those specialised aspects of anatomy, physiology and neuro- 
physiology which are important to anaesthetists in their everyday work, pre-anaesthetic 
considerations, apparatus, blood transfusions, the different methods of administration 
and many other subjects. Techniques, special fields and hazards are detailed in the second, 
where the appropriate anaesthetic approach to every type of operation is minutely 
examined by accepted authorities writing on their own subjects. 


HANDBOOK OF HAEMATOLOGICAL AND 


BLOOD TRANSFUSION TECHNIQUE 
By J. W. DELANEY, F.I.M.L.T. Pp. xii+293+ Index. 50 illustrations. 


4 colour plates. 45s. net, by post 2s. extra 
This book, representing the accumulated knowledge and experience of a well-known 
teacher, is designed to carry the student from the Intermediate Examination of the 
Institute of Medial Laboratory Technology to the Finals in Haematology and Blood 
Transfusion. These subjects are covered in so clear-cut a manner and with such attention 


to practical detail that it will prove of immense value to all laboratory workers re quiring a 
concise, up-to-date and comprehensive guide for both study and reference. 


Modern Trends in ACCIDENT SURGERY AND 


MEDICINE 
Edited by F. G. BADGER, B.Sc., F.R.C.S.(Ed.), A. RUSCOE CLARKE, 
M.B.E., F.R.C.S.(Eng.), and SIMON SEVITT, M.D., M.Sc., M.A., 
F.R.C.P.1., D.P.H. Pp. xi+330+- Index. 82 illustrations. 75s., by post 


2s. extra. 
The Birmingham Accident Hospital is a pioneer centre developed to deal exclusively and 
immediately with accidents to the exclusion of every other type of case, and this book, 
where the editors and contributors all are, or have been, associated with the hospital, is 
the outcome of years of experience concentrated in the management of every type of 
accident—a fund of unique, specialised and practical knowledge. 


SURGICAL ASPECTS OF MEDICINE 
Edited by H. DAINTREE JOHNSON, M.A., M.B., B.Chir., F.R.C.S. 
Pp. xv+382+Index. 18 illustrations. 65s. net, by post Is. 9d. extra. 


The aim of this book is to give guidance in deciding when to change from conservative to 
operative treatment, and on the choice of operative treatment, having regard to all circum- 
stances, while providing the fullest information on mortality, morbidity, side-effects and 
late complications of surgical procedures, as well as advice on the management of the 


patient’s life after operation. 
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LONDON, W.C.z2 


The Practitioner has formed a Group with B.U.P.A. as an additional service for 
subscribers. By joining this Group subscribers will receive advantageous terms 
including a 20 per cent reduction on standard subscription and immediate entitle- 
ment to benefit without any waiting period. 

* 


There are three age-groups and five scales of benefit designed to give adequate 


cover throughout the United Kingdom. For example, a man between the ages of 
30 and 49 by paying an annual subscription of {9 16s. can obtain grants of up to 
24 guineas a week for accommodation in a hospital or nursing home, 80 guineas 
for each major operation (irrespective of number) and many other benefits, up 
to a maximum in any one year of {600. It is a feature of B.U.P.A. that it provides 
a family service, and the same man can include his wife and children, each entitled 
to exactly similar benefits, for an additional subscription. 
* 

The benefits are available while a subscriber or his dependants are in the 
United Kingdom or temporarily abroad on business or holiday; further, if treat- 
ment is received in hospital under the National Health Service, the subscriber is 
eligible for a special grant for other expenses connected with the illness, such as 
convalescence. Cover against the fees of a private general practitioner can be 
secured by the payment of an additional subscription. Sometimes a medical man 
does not receive an account for treatment by a colleague. In such a case, the 
Association will on request send a cheque direct to the doctor explaining that it 
represents benefit payable because of membership of B.U.P.A. 

* 

Subscribers who would like further details about the Group are asked to write 
to the Group Secretary, The B.U.P.A. Practitioner Group, 5 Bentinck Street, 
London, W.1. 
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Biochemical and Radiological Investigations 


By R. |. S. BAYLISS, M.A., M.D., F.R.C.P. 
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54 Illustrations 
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New (Sixteenth) Edition. 
19 illustrations 
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DEAFNESS 
By j. C. BALLANTYNE, F.R.C.S., D.L.O 
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——o Snr and Clinical Practice 
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Illustrations. About 80s. 


sstrations 
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SPRAIN 
By PHILIP WILES, M.S., F.R.C.S., F.A.C.S 


Profusely Illustrated 


RECENT ADVANCES iN CLINICAL PATHOLOGY 
Bacteriology; Chemical Pathology; Haematology; Histology 


Edited by S. C. DYKE 


Series 3 


New Issue 
151 Mlustrations 


D.M., F.R.C.P 
Ready this month 
About 48s. 
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New Work in Neurology 


BIOCHEMICAL ASPECTS OF 
NEUROLOGICAL DISORDERS 
Edited by 3. N. CUMINGS, M.D., F.R.C.P 
M. KREMER, M.D., B.SC., F.R.C.E 
240 pages, 38 illustrations 
BRAIN MECHANISMS AND 
LEARNING 
A C.1,0.M.S. Symposium. Edited by R. W 
GERARD, A. FESSARD and J. KONORSK! 
September, about 512 pages About 45s 
THE CRANIAL NERVES 
By A. BRODAL, M.D 
144 pages, 25 illustrations 
DISEASES OF THE NERVOUS SYS- 
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AND ADOLESCENCE 
By FRANK R. ForpD, M.D 


Fourth Edition. 1,568 pages, 176 illustrations 
£11 16s 
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NEUROLOGY 
By R. R. GRINKER, M.D 
M.D., and A. L. SAHS, M.D 
Fifth Edition. 1,408 pages, 455 illustrations 
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Edited by R. K. THOMPSON, M.D., and 1. J 
JACKSON, M.D 
560 pages, 235 illustrations 
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CLINICAL GASTROENTEROLOGY 


By F. Avery JONES, M.D., F.R.C.P., and 
J. W. P. GUMMER, M.S., F.R.C.S. 
680 pages, illustrated 


CLINICAL PHYSIOLOGY 
Edited by E. J. Moran CAMPBELL, B.SC., 
PH.D., M.D., M.R.C.P., and C. J. Dickinson, 
B.A., B.SC., B.M., M.R.C.P. Foreword by Sir 
ROBERT PLATT, M.D., M.SC., P.R.C.P 
540 pages, 30 illustrations 50s. 


ESSENTIALS OF FLUID BALANCE 
By D. A. K. BLACK, M.D., F.R.C.P 
Second Edition. 152 pages, 6 illustrations 
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By P. CATZEL, M.B., B.CH., M.R.C.P. Foreword 
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256 pages 12s. 6@. 
AN INTRODUCTION TO 
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128 pages, 86 illustrations 18s. 6d 
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Details from your Travel Agent, 
A.A., R.A.C. or direct from: 
SILVER CITY AIRWAYS LTD. 
62 Brompton Road S.W.3. KEN 4567 





If the answer is: “* Everything!’ you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 
efficient, in a variety of colours and finishes, 
Amselock filing cabinets save you time — no 
hunting! — no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) 


MAGNOID WORKS, ALBERT RD., BRISTOL 2 
Phone: BRISTOL 78054 


Amselock filing systems are also available from 
leading Surgical Instrument and Office Equipment 
Suppliers 





ANNOUNCEMENTS 














British Pharmaceutical Codex 
1959 


The seventh edition of the British Pharmaceutical Codex, just published, 

provides the latest available information on the properties, standards, 

actions and uses, contraindications, dosage and formulation of nearly 
1000 medicinal substances in current use. 


There are 70 new monographs — 78 new formula — 3 new appendixes 


The Codex has been compiled by the aid of ten committees and sub- 

committees on which over 100 experts in their particular spheres have 

served. In addition approximately 50 specialists have prepared and 
commented on proposed new and amended formule. 


Pp. xxxii +1302. Price 70s. (Packing and postage 2s. 6d., overseas 4s.) 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 
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Effect of Small Doses 
of Alcohol on a Skill 
Resembling Driving 


G. C. Drew, W. P. CoLQUHOUN 
and Hazet A. LONG 


here the authors measured the perfor- 

é subject the Miles Mot ks! 
mance of 40 subjects on the Miles Motor teed p, an to 
with Foyles. * 


Driving Trainer. They found that a high 

proportion of the subjects showed a meas- 

urable deterioration in performance after 

drinking amounts of alcohol too small to —A Customer's Letter 
produce clinical signs of intoxication. 


Memorandum No. 38 7s. 6d. (post 6d.) 


From the Government Bookshops 
or through any bookseller 
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A SPENCER SUPPORT 
for Intervertebral Disc 


In both conservative and surgical treatment 
of intervertebral disc, application of a back 
support is usually indicated.* 


We invite the surgeon’s 

investigation of Spencer 

as an adjunct to treat- 

ment. Each Spencer is 

individually designed, cut 

and made for each 

patient—after a descrip- 

tion of the patient’s 

body and posture has 

been recorded and de- 

tailed measurements 

taken. Thus, individual 

support requirements 

are accurately met. The 

Spencer Spinal Supports 

‘ 4 shown incorporating 

* Ruptured Inter- 3: a © rigid Spinal Brace were 

vertebral Disc ey individually designed for 

and Sciatic Pain. Fg both man and woman 

* Journal of Bone : ; 

bad Jatnt. Sure patients. Note exterior 

gery.” 29, 429-437 pelvic binder for added 
(April 1947) 3 pelvic stability. 


For further information and Brochure on Spencer Supports write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
London Office: 2 South Audley Street, W.!. Tel.: GROsvenor 4292 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Fitter supplied 


on request. 
Copyright 
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SUPER SNIPE 


A quality car built by craftsmen and powered by a new 3-litre 

1 6 cylinder engine . . . product of Humber engineering skill and 

te ———- experience. Its vivid acceleration and an outstanding — 
oun Ganns Quernees top gear performance will take you from gentle cruisin 
ROOTES MOTOR LiMiTED streaking, power-packed top speed smoothly and effort 

Self-adjusting front disc brakes and large area rear brakes i. 
a firm assurance of safety—instil new driving confidence. 


Experience for yourself the rich, deep comfort of the luxuridus 
interior. Your dealer will be glad to arrange a demonstration 


R Oo Oo T E S of this, the most distinctive and desirable car in its class. 


MOTORS £1025 S plus pt. £428.4.2. Fully ission, or overdrive, power- 
assisted steering, individual front seats ‘and white-wall tyres available 
as extras. 


LIMITED Also available as a luxury Limousine and Estate Car. 
See also the latest HUMBER HAWK— the impeccable family saloon. 


A PRODUCT OF 





HUMBER LTD * DIVISION OF ROOTES MOTORS LTD : LONDON SHOWROOMS AND 
EXPORT DIVISION : ROOTES LTD DEVONSHIRE HOUSE * PICCADILLY‘ LONDONW.1 
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a brighter outlook 


Not only does ‘KEMADRIN’ provide a marked decrease in 
rigidity, diminished salivation and improved muscular 
co-ordination for victims of Parkinson’s disease, it also 
brings a sense of well-being and a more cheerful outlook 

to the patient. 

Side-effects are mild, and there is no tendency to 

produce gastric disturbance or nausea. 

*“KEMADRIN’ is also indicated in drug-induced 
Parkinsonism. 

Issued as 5 mgm. tablets in bottles of 100 and 500. 


KEMADRIN 


Procyclidine Hydrochloride 


in Parkinsonism 


& 


BURROUGHS WELLCOME & CO (The Wellcome Foundation Ltd.) LON DON 








When acute infections stalk them 


reliable oral penicillin with injectable performance 











Winter chills, so simply acquired, can quickly change to more serious respiratory 
tract infections demanding your prompt attention. Pen-Vee-Dural * allows 

you to take command of febrile conditions whenever penicillin is indicated. 
Moreover, you ensure your patient’s uneventful recovery with the simplicity and 


ease you can find only with infrequent and reliable oral medication. 


initial plus prolonged penicillin levels 





Containers uf 12 and 100 
tablets (150,000 units 
benzathine penicillin plus 





60 mg. penicillin V) 


*trade mark 














frees your patient from severe restrictions and allows him to enjoy 


a sensible, near normal diet. It safely stabilizes gastric acidity. It permits digestion 


to proceed. It covers the damaged mucosa with a protective coating. 


The approximate Basic N.H.S. Cost per day of Aludrox ( Aluminium Hydroxide Gel B.P.) 1s only 2d. for 
the Gel, and 34d. for the 13 gr. tablets 


*rrade mark LONDON 
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your patient will prefer ‘Decadron’ woexsnensone 


egd. 
The discovery of ‘Decadron’ has because unlike other 
increased still further the number gferoids it promotes 


of patients who may now be given the 
immense benefits of corticosteroid a natural sense 


therapy. of well-being 


‘Decadron’ (Dexamethasone) is available in TWO strengths: ‘Decadron’-75 (0.75 mg.), green, 
half-scored tablets; ‘Decadron’ (0.5 mg.), yellow, half-scored tablets. 


The United Kingdom N.H.S. basic costs are: 7s. 8d. per 10 x 0.5 mg. tablets; 10s. 10d. per 
10 x 0.75 mg. tablets. Prices calculated on dispensing packs of 100 tablets. 


Made in England by 
MERCK SHARP &4 DOHME LIMITED, HODDESDON, HERTS Qo) 





in proctitis and other ano-rectal 
disorders complicated by inflammation 


Anusol-HC 


Anusol with hydrocortisone 


Quickly arrests inflammation, gives sustained 
relief from pain and irritation. The new 
Suppository incorporates 10 mg. (0.35%) of 
hydrocortisone in the established Anusol formula. 
Dosage: one suppository twice daily should contro] the 
condition within a week—for radiation 
proctitis and haemorrhagic proctitis more 
prolonged treatment is usually necessary. 


prescribed more often than any other 
Suppository in the world. 


antiseptic - decongestive - emollient 


Anuso]l immediately relieves haemorrhoidal pain, 
soothes irritation and hastens healing. 

* contains no anaesthetics to mask moré 

Sserlous symptoms. 


one suppository morning and night and 
after each bowel movement. 


ry 
ad WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. 
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HYPOTENSIVE AGENT WN 


SZ, 


e WITHOUT DEPRESSANT ACTION 
on the central nérvous system 


e No fatigue or drowsiness 


e No side effects 


DECASERPYL 


10-methoxydeserpidine 


WLLL LLL Lela 
VAASLLLELZ LLL LLL 


Indications 


ESSENTIAL HYPERTENSION 


\ 


\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 


Moderate hypertension at the menopause. 

Long-standing, non-progressive hypertension. 

For ambulant patients and prolonged treatment 
Decaserpy] is a treatment of choice by 
virtue of its freedom from depressant 
effects on the nervous system. 


RENAL HYPERTENSION 


Dosage 
Initially, 2 tablets 3 times a day (30 mg. daily) 


half an hour before meals. 


Packing 


MLLZLLLL LLL Lhe 
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Tablets of 5 mg. Bottles of 20 and 100. 


broke 


Rw 


a 
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BARDASE 


a comprehensive adjunct 


to the therapy of visceral spasm 


Containing belladonna alkaloids to relieve spasm, 
phenobarbitone to relax nervous tension and TAKA- 
DIASTASE* (Aspergillus orgz@ enzymes) to assist 
starch digestion, BARDASE* is an effective adjunct 
in many forms of gastro-intestina! disturbance. 


BARDASE 


Tablets: in bottles of 50 and 500 
Liquid: in bottles of 4 and 16 fl. ozs. 
* TRADE MARK 


ted ee ee OAR Parke Davis & ( ompany, Inc. U.S.A. Liability Limited Hounslow, Middx. Tel: Hounslow 2361 


wPs1050 
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Do you consider the vehicle when you prescribe steroid therapy 
with hydrocortisone cream? Some vehicles have been 
implicated on grounds of sensitisation risk. 

Lacto-Calamine, the excipient in Cortoderm and Cortoderm-N, 
has an unblemished reputation in this respect. Soothing, 
bland, cosmetically acceptable, it also contributes its own 
anti-inflammatory action to successful treatment of infected 
and non-infected dermatoses. 











CORTODERM CORTODERM-N 


10G tubes containing ina cream base of 10G tubes containing 
025%, 05% or 1% 025%. 05% or 1% 
bydrocortisove acetate LACTO-CA LAMINE hydrocortisone acetate 
with 05% neomycin 

sulphate 

basic NHS cost basic NHS cost 
2/11, 4/2, 7/1 42, 65 64 











S THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
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PRESENTATION: In vials of 25 and 100 tablets, each 
tablet containing 25 mg. Androstanolone. Basic N.H.S. 
cost 20/- and 70/-. Anabolex is exempt from purchase tax. 
Samples and literature will be gladly sent on application. 





INDICATIONS Middle-aged or elderly people 
who are debilitated or “run down.”’ Preparation 
for and recovery from planned surgery. 
Convalescent patients. Premature infants. The 
child or adolescent who is under weight. Anorexia, 
Asthenia, Malnutrition, Wasting diseases. 


Anabolex is @ 
registered trade mark 


LLOYD-HAMOL LIMITED (+) 11 WATERLOO PLACE, LONDON, S.W.1_ 








For the patient who ts off his food 


Anabolex 


the protein-anabolizing, non-virilizing steroid 


promoting: a return of appetite -an increase in weight - a sense of well-being 


PATIENTS who are run down or who are recovering from 
illness frequently suffer from faulty protein metabolism. They 
are in negative nitrogen balance. Protein, in effect, is being 
broken down and lost faster than it is being built up. 

Anabolex (androstanolone) restores the physiological bal- 
ance. Many clinical trials have shown that, following the 
administration of Anabolex, there is an immediate return of 
the body’s capacity to build up protein. The patient feels 
better, eats better and gains weight. 

Here, then, is a physiological ‘“‘tonic’’ with a wide therapeutic 
range. The weakness, lassitude, lack of energy and interest 
associated with many pathological states may be rapidly 
overcome by the administration of Anabolex. 

Anabolex can be safely given to patients of all ages and both 
sexes; in therapeutic doses, its virilizing properties are almost 
negligible. The only known contra-indication is prostatic 
carcinoma, 
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SILBEPHYLLINE 


AN IMPROVED THEOPHYLLINE THERAPY 


SILBEPHYLLINE introduces several important 
advances over conventional aminophylline therapy: 


ADVANTAGES: 


f Intramuscular injec- 
tions are PAINLESS. 


2 Tablets do wor pro- 
duce nausea or gastric 
irritation. 


3 Suppositories do Not 
give rise to proctitis. 


SILBEPHYLLINE 


is a derivative of theophylline which has a 
therapeutic activity comparable with amino- 
phylline, but without unpleasant side effects. 


INDICATIONS: Left ventricular failure. 
Congestive cardiac failure. 
Bronchial asthma. 


PACKINGS: Ampoules: boxes of 6 and 50. 
Suppositories: boxes of 6 and 50. 
Tablets: packs of 24 and 100. 


Samples and literature available on request. 


SILTEN LTD-SILTEN HOUSE- HATFIELD - HERTS Hatfield 30/2 
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IRON-CALCIUM TABLETS 


(Ortho, 
/ 


Ortho Pharmaceutical Limited - High Wycombe - England 


\ Geeta 
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relief of the common cold 


Relief in minutes—lasts for hours, 

An orally administered decongestant has much better distribution to the mucous’ 
membranes of the respiratory tract than nasal sprays, drops and inhalants 

and this ‘affords opportunity for shrinkage in areas that could not be 

approached by sprays, drops or actual topical application.” 

‘TRIOMINIC’ “‘dries”’ and decongests nasal passages, combats 

allergic symptoms—with little likelihood of rebound congestion or, 

pathological changes in the nasal mucosa, and without risk 

of local overtreatment or “nose drop addiction.” Especially valuable for) 

night-time cough caused by postnasal drip. 

*Arch. Otolaryng., 1954, 59, 4n) 


i 


Literature and sample on signed request (S4) of physicians only) 


A. WANDER LIMITED) 
42 Upper Grosvenor Street, London W. 1) 


i 
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nd nasal congestion 


Orally with 


Triominic 


‘TIMED-RELEASE TABLETS CZUT3 





FORMULA 
Each “‘timed-release” 

‘TRIOMINIC’ Tablet contains: 
Phenylpropanolamine-HC1 . . 50 mg. 

(Norephedrine-HC1) 
Mepyramine maleate B.P. . . .25 mg. 
Pheniramine maleate 

‘Triominic’ Wander is Schedule 4 


DOSAGE 
| tablet in the morning, afternoon and 
in the evening if needed. An average 
prescription is 12 tablets. 


PACKS 
Supplied for dispensing in bottles of 
50 and 250. 


PRICE 
Basic N.H.S. Price ad 12 tablets (4 
days’ treatment) is 2/1d. plus P.T. 


Also Available 
‘Triominic’ Syrup, for children and 
those adults who prefer aliquid medi- 
cation, in bottles of 2 fl. oz. and 20 fi. 
oz. (dispensing) Basic N.H.S. Price 

for 2 fl. oz. is 2/6d. plus P.T. 
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Simple, safe 


and economical therapy 


‘Cremotresamide’ is a reliable form of triple sulphon- 
amide therapy which combines the best-known 
sulphonamides for systemic use: sulphadimidine, 
sulphamerazine and sulphadiazine. 

Organisms which have developed resistance to penicillin 
and other antibiotics may still retain their sensitivity 
to sulphonamides. Thus ‘Cremotresamide’ is an effective 
preparation for treating B. coli cystitis, otitis media, 
upper respiratory infection, streptococcal sore throat 
and many similar conditions commonly seen in 
General Practice. 

‘Cremotresamide’ is a most pleasantly flavoured 
suspension accepted by patients of all ages. It is given 
in a simple dosage and is economical to prescribe. 


v 
r) 
z 
z 
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Average adult maintenance dose is 2 teaspoonfuls 
every 6 hours. 

Maintenance dose for children is 4 to 2 teaspoonfuls 
every 6 hours according to age. 

The United Kingdom N.H.S. basic cost is 5s. Od. per 
4 fl.oz. (an average course of treatment). 


MENINGOCOCCAL 


CREMOTRESAMIDE -.. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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ADHESIVE BANDAGING WITHOUT 
SKIN IRRITATION 


PoroPlast 


Poroplast considerably reduces the risk of skin irritation which often 
associates with the use of ordinary elastic adhesive bandages. It contains no 
rubber and none of the irritating natural resins or solvents usually embodied 
in adhesive plaster. 

Consequently Poroplast can remain in situ for long periods without causing 
irritation, and it has been well tolerated even on very sensitive skins. 

Poroplast is porous and has the same characteristics of elasticity, stretch and 
compression as ordinary elastic adhesive bandages. Its price is the same. It can 
be prescribed on N.H.S. In rolls 3” and 24’ wide (5-6 yards stretched). Sample 
roll on request. 


THE SCHOLL MFG. CO. LTD. - 182-204, ST. JOHN STREET - LONDON E.C.! 
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In peptic ulcer the mainstay of 


treatment is the continuous control of acidity. 


Na 6 t on is a British drug which specifically 


inhibits gastric secretion of acid and 


REDUCES ACIDITY BY 50-70% 


Nacton is long acting: doses given three times a day 


and at bedtime give continuous relief 


DAY AND NIGHT 


At dose levels giving full control 


of gastric secretion Nacton is 


WITHOUT SIDE-EFFECTS 


and has no anti-cholinergic activity other 


than the inhibition of gastric secretion of acid 


WE Keanedte IN PEPTIC ULCER 


Packages of 50 and 250 tablets 
Each tablet contains 2 mg. of (1-methy!-2-pyrrolidyl) 


methy] benzilate methyl methosulphate 


| BEECHAM RESEARCH 
i, ‘2, | Laboratories Ltd. 
"a | BRENTFORD, MIDDLESEX 


| Tel: 1SLeworth 411! 















































But only 


Biomydrin 


has all these plus a 


MUCOLYTIC 
as well 


Thonzonium Bromide, the new mucolytic 
agent in Biomydrin, penetrates thick mucus 
and so ensures that all the active principles 
reach the affected areas. 


That is why Biomydrin is the only 
COMPLETE nasal spray 
In a plastic self-sterilizing pack (4 fluid ounce). 


*Supplied on prescription only, so there is no 
danger of indiscriminate self-medication. 
rorMuLA: Neomycin Sulphate 0.1%, Gramicidin 0.006%, 
Thonzylamine Hydrochloride 1.0%, Phenylephrine 
Hydrochloride 0.25%, Thonzonium Bromide 0.05%. 
Preserved with Thiomersal 0.002%. 


WILLIAM R. WARNER & CO. LTD. 
EASTLEIGH - HAMPSHIRE 
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Quick off the mark 


WITHIN I§ MINUTES of dosing, ‘Icipen’ ‘Icipen’ 300 Tablets. Scored 

Sinise tae tablets containing the equiva- 

produces therapeutic penicillin V blood {ent of 300 mg. penicillin V as 

levels. It’s a stayer too. One tablet three Potassium salt. In packs of 12, 

p s Sie ‘ 100 and §00. Average basic 

times a day is sufficient to treat all infec- N.HLS. cost for a day’s treat- 
tions due to penicillin-sensitive organisms rie (3 van ae o 

‘ . s 4 is 

for the full 24 hours - at a basic N.H.S. slesanie pec ik puerta 


cost of only 2/9d. take it readily. Each teaspoonful 
(3.5 ml.) of prepared suspension 
contains 150 mg. penicillin V, 
as calcium salt. Available in 
bottles of 1 and 2 fl. oz. Average 


basic N.H.S. costs when dis- 
i Cc e n TABL ETS pensed: for a day’s treatment 
TRADE MARK for an infant, 1/6d.; and for 

a child, 3/-. 


Efficient oral penicillin therapy for 2/9d. a day 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION 
WILMSLOW CHESHIRE Ph.ggt 
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Why does ‘Lynocin’ 


TRADE MARK 


outdate conventional 


antiseptic lozenges? 


BECAUSE ‘Zynocin’ contains xanthocillin, the 
wide spectrum antibiotic for topical application. 
It is effective against gram-positive and 
gram-negative organisms commonly found in 
infections of the mouth and throat. 

BECAUSE the anti-fungal activity of xanthocillin in 
vitro has been demonstrated. Moreover, there is no 
evidence of resistance or cross-resistance to xanthocillin. 

BECAUSE ‘Zynocin’ also contains benzocaine, for 
prompt and prolonged relief of soreness and discomfort. 

BECAUSE their fresh fruit flavour makes the 
lozenges acceptable to patients of all ages. 


Each lozenge contains 
xanthocillin, 1 mg., benzocaine, S&S mg. 
in tubes of 12. 


Basic cost to the N.H.S. - 2s. 6d. 


THE DISTILLERS COMPANY (BSiochemica/s) LIMITED 


Broadway House, The Broadway, Wimbiedon, London, 8.W.19 
Telephone : LIBerty 6600 


Owners of the trade mark ‘Zynocin’ 
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Rapid relief this winter for 


Chilblains 
& Coughs 


ADAPRIN Tablets for Chilblains 


Among predisposing factors to chilblains are assumed to be defective peripheral 
circulation and diminished coagulability of the blood. Each Adaprin tablet contains 
nicotinamide (50 mg.) and acetomenaphthone (10 mg.) as the logical drugs to coun- 
teract these defects. Nicotinamide is preferred to nicotinic acid because of the un- 
pleasant symptoms of rapid vasodilatation associated with the latter compound. 
Adaprin is non-toxic and may safely be given to children and adults for long periods 
for prevention. Relief from existing chilblains may be expected in a few days. In 
containers of 25, 100 and 500 tablets. 


PAVACOL Syrup and Pastilles for Coughs 





Pavacol Syrup (/mproved Formula)—a distinctively flavoured cough remedy contain- 
ing papaverine and pholcodine. Papaverine relaxes the bronchi by direct action. 
Pholcodine, the new ingredient, is a central cough suppressant which is as effective 
as heroin (diamorphine), but without the disadvantages of that dangerous drug. 
Pholcodine is much less toxic even than codeine, and it does not cause constipation 
Pavacol Syrup and Pavacol Diabetic Syrup are supplied in bottles of 4, 16 and 80 ozs 


Pavacol Pastilles—contain the powerful, wicds-ran,.ze, quaternary ammonium anti- 
septic, Octaphen, together with antitussive compounds, papaverine and codeine, and 
the demulcents and volatile oils present in Pavacol Syrup. For the prophylaxis and 
treatment of bacterial and fungal infections of the mouth and throat—and for the 
symptomatic treatment of cough. Supplied in tins of 24 pastilles. 


Further information and samples available on reque*t from : 
WARD, BLENKINSOP & CO. LTD. 


YORK HOUSE - 37 QUEEN SQUARE «: LONDON : W.C.l 
Telephone : HOLborn 5992/6 (5 lines) Grams : Duochem, Westcent, London 
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FOR PREDICTABLE HYPOTENSIVE RESPONSE 
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MECAMYLAMINE HYDROCHLORIDE 


RELIABLE ABSORPTION 
CONVENIENT DOSAGE 
CONSISTENT RESULTS 
EASY MANAGEMENT 


For fuller information please write for 
“A Guide to the Treatment of Hyper- 
tensive Patients with Inversine’’. 
‘Inversine’ is supplied in 2.5 mg. and ioe. 
tablets in bottles of 100 and 1,000. T 
United Kingdom N.H.S. basic costs are: 
ls. 5d. per 12 x 2.5 mg. tablets; 48. 4d. per 
12 x 10 mg. tablete. 


y 


uaa 
Completely and reliably absorbed orally 
Usually needs to be taken only twice daily 
Unexpected postural hypotension not a problem 
No major fluctuations in blood pressure 


Tolerance extremely rare 


Concurrent administration of ‘Saluric’ 
(chlorothiazide) reduces dosage and greatly 
simplifies management 


MEROK SHARP & DOMME LIMITED, HODDESDON, HERTS 








“In general practice at least 
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Lancet (1958) 1, 525 


Bellergal 


Retard 


SANDOZ 


UO 
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in functional disorders 


1 tablet night and morning for continuous control of symptoms 





23 Great Castie Street 
Sandoz House 


London, W.1 


For more than 25 years doctors have ¥& 

relied upon Minadex to give patients 
from 6 months old to over 60 a 

brighter outlook during and 


1 alter 


Mina has no BP or BNI 


VITAMIN-MINERAL TONIC 


Composed of vitamins A and D, iron, 


equi 
It is the reliable 
palatable tonic whict 


f copper and glycerophosphates of 
vitamins A and D, iron and 


calcium, potassium and manganese 
other important m 
The vitamins in Minadex 


made from start to finish by Glax 
themselves, the country’s larg 


GLAXO LABORATORIES LTD, 
producers of vitamin A and first in 


GREENFORD, MIDDLESEX 
Britain to make a vitamin D concentrate GLAXO 


3 BYRon 3434 
available in large quantities : 


Minadex is available in most countries 
Minadex is still at its pre-war price. yy 
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Lederle puts antibiotic therapy on a NEW high plane 
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CQtene) LEP ERLE LABORATORIES. 
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LEDERMYCIN Demethylchlortetracycline is 
an “extra active” high-ratio antibiotic derived 
from a strain of Streptomyces aureofactens (the 
organism from which Aurgomycin TChlortetra- 
cyclineand Acnromyctn * Tetracycline originate) 
but with properties which set it way above other 
tetracyclines. As weli as exerting the unsur- 
passed broad-spectrum action of tetracycline, 
Lepermycin Demethylchlortetracycline 
achieves far more intensive, far more prolonged 
activity, with far less antibiotic. Its markedly 
lower renal clearance rate, together with its 
higher stability, has the effect of prolonging its 
powerful antibacterial action for 24-48 hours 
after the drug is withdrawn. 
) of peak activity to daily intake of 
any known broad-spectrum antibiotic. 
of sustained activity to dosage— 
giving “extra day” activity and protection 
against resurgence of primary infection or 
relapse with secondary invasion, after 
withdrawal. 
of stability in body media to 
dosage bringing an even higher standard of 


consistency to the therapy. 


Packing and basic N.H.S.cost : In a distinctive 
duo-tone dri-filled capsule. Capsules of 150 mg. 
Bottles of 16: £1.9s.0d., 100: £8.148,.2d. and 
1,000; £84.2s.4d. Average adult dose: 1 
capsule 4.times daily. 


Ledermycin 


OUMETHTLCHLORTETAACYCAING ft TasDemene 
* 8800 TRamerane 


entirely new broad-spectrum 
antibiotic for prolonged 
activity at lower dosage 





THE PRACTITIONER 








A 
Te 2S 


RUBRIMENT § cercerive, 


ECONOMICAL 


RUBEFAGIENT 


RUBRIMENT may safely be prescribed whenever a rubefacient is 
indicated. 

RUBRIMENT is long-sustained in action, and for the relief of pain 
in muscular rheumatism, fibrositis, lumbago and allied conditions, 
one application a day has been found to be sufficient. 
RUBRIMENT is non-greasy, non-staining, and is free from un- 
pleasant odour. It contains 2.5°%% benzyl ester of nicotinic acid 
and 0.1% Capsicin. 


PACKS AND PRICES 
Samples will be sent on 


] R E A M Basic N.H.S. Price request. Further 
tubes of 20G.... 1/8d. + Sd. P.T. information may be 
jars OS Bic ssc kel + Sia. P.t. obtained from: 


LINIMENT HORLICKS LIMITED 
bottles of 2 fl. oz. .2/4d. + 


Pharmaceutical Division, 
bottles of 20 fl.oz. 21/- + 5 


Slough, Bucks 
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when nausea and vomiting pose clinical problems 


i t i] [ aZ il a unsurpassed anti-emetic 


FENTAZIN TARLETS Contain 2m 
of 50: and + 00. FENTAZIN INJECTION « 


ic.c. Boxes of 5 and iw ainpouies ol ft ¢ 


ioe : ALLEN & HANBURYS ITD Bethnal Green London I 
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When you examine 


TAMPAX 


please note... 


Ease of insertion—so imperative for the successful employment of internal menstrual protection—has been 
achieved by Tampax in two equally efficient ways. Firstly, by compression of the surgical cottonwool to 
one-sixth its original size, and secondly by the unique individual applicator that facilitates insertion 
without orificial stress or irksome effort. 


Patients appreciate these practical niceties; and the Medical Profession 





recognizes the hygienic advantages assured by the unhampered place- 
Please note also— 
How flat Tampax re F 
expands to fit the Designed by a physician, Tampax is available in two absorbencies 
vaginal canal 


ment of the Tampax in the vaginal canal. 


(Regularand Super) tomeet individual requirements. Its superior absorb- 
How gentle its contact - F as 
with the vaginal ency assures a safe margin of protection, while in addition Tampax 
epithelium serves to minimize the risk of odour . . . eliminates vulvar irritation . . . 
How positive its wick . i: 
action tn absorbing abolishes conspicuous bulging . . . permits eliminative functions without 
the flux disturbance. ..and promotescomplete hygiene. It alsoenables the normal 
How dainty it is for 

the patient to remove 
How well it is adapted If you have not examined Tampax recently, Professional samples and 
to individual needs 


shower or bath to be taken. 


literature will gladly be supplied by Medical Department, Tampax Ltd., 








Havant, Hants 





OUTER INSERTION TUBE 
INNER “PLUNGER” ae Tampax provides better 
y =< physical management of 
Menstrual Hygiene 


CROSS-SECTION OF TAMPAX AND APPLICATOR 
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When signs 


anxiety-tension 


he) opiate ets 
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‘DARTALAN 


PSYCHOSES Particularly Schizophrenia 


NEUROSES Tension states and patients with 
obsessional traits 


GERIATRICS Agitated states in the elderly 


GENERAL MEDICINE Pain in inoperable carcinoma and 
control of nausea and vomiting 


SEARLE HIGH WYCOMBE, BUCKS 





THE PRACTITIONER 








British Oxygen Equipment and Gases... 


Oxygen Therapy 


I Dhaneetcs 


--. used every day to ease pain and save lives 


16 0 BRITiIisH Ox YGEN 





They can takea of salt with... 


Oral 


HYDRENOX 


Hydrenox promotes the diuresis of sodium 
Hyd renox Tablets and chloride in approximately equimolar 


( Yellow) proportions. It is safe for prolonged 
50 therapy and a less rigorous control of 
mg 


salt intake is necessary. 


Hydrenox is now supplied in two strengths 
BASIC N.H.S. PRICE 100 TABLETS: 24/- 


Hydrenox-M Tablets 
( White ) 


* Hydroflumethiazide BASIC N.H.S. PRICE 100 TABLETS: 14/6 


BOOTS PURE DRUG COMPANY LTD., 4) STATION ST., NOTTINGHAM 
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Children’s playgrounds provide a rich harvest of 

minor cuts and abrasions with the attendant 

risk of infection if treatment is not prompt. 

Pieces of lint held in position with bandages 

around the leg or arm are particularly inefficient 

and inconvenient when one considers how active 

the wearer must inevitably be. DALMAS First 

Aid products provide the ideal answer to “‘on 

the spot” treatment of those small wounds 

which not only distress the young patient but 

are potentially dangerous 
DALMAS 
DOCTOR’S CABINET 


= 
contaimng 180 Dalmas \ 4 
Waterproof Dressings 
in seven sizes and 
shapes with 1 yard 4 
Dalmas Strapping QD 


DALMAS LTD - JUNIOR STREET - LEICESTER 














the importance of 
-=speedy treatment 


ORGRAINE treats MIGRAINE quickly... 


Dilated cranial arteries must be constricted to normal to prevent 
oedema. For this purpose the formula of Orgraine is proved. 
To hasten action the uncoated tablets disintegrate in seconds, a 


prerequisite of successful treatment. 


FORM ULA Each tablet contains 
Ergotamine Tartrate B.P 1.0 mg. 
Caffeine B.P. 100.0 mg. 


Hyoscyamine Sulphate B.P.C. 
(1949) 0.0875 mg. 


Atropine Sulphate B.P. 0.0125 mg. 
Phenacetin B.P. 130.0 mg. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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liquid oral penicillin 
for influenza 


this winter 


Eskacillin 








a palatable presentation 


in 2 fl. oz. bottles 
Smith, Kline & French Laboratories Ltd, Welwyn Garden City, Herts 


‘Eskacillin’ 100 — 100,000 !.U. potassium penicillin G. per 
standard medical teaspoonful 
*Eskacillin’ 200 — 200,000 |.U. procaine penicillin G. per 
standard medical teaspoonful 


EC:PAIIO *Eskacillin’ is a trade mark. Brit. Pat. Nos. 770417, 770418 
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When it’s a case of easy does it 


content 


tains DSS (diocty 


Emulax softens gut 
Emulax® pss ( sodium sulphosuccinate) 
detergent n moistens the faeces, and reduces the surface 
sor of the gut content 


smoothly stimulates peristalsis 
Casanthranol — the other active ingredient — has a gentle stimulant effecs 
m peristalsis 

The new laxative n 
with a physiologically correct action 


ax is remarkably consistent in its effectiveness, without resorting 
to « 


lrastic purgation. Patient acceptance ts good because subjective 
relicf is gentic and painless. 
Emulax tablets contain, Casanthranol some. and pss (diocty! sodium 


sulphosuccinate) 120mg. Bortles of 50 and 250 


An Astrapharm-Hewlett product © i 


ASTRAPHRARAA Lid Watford Ierts orrade Man 


ob APES 
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CHLOROMYCETIN® Lan nea gg B.P. Parke-Davis) 


is supplied in capsules of 0.25g. Vials of 12, tins of 100 and 1000. 
Suspension Chloromycetin Polaieete 


in bottles of 60 ml., with 4 ml. 4 


PARKE, DAVIS & COMPANY, Hounslow, Middlesex. Tel. : 
Inc. U.S.A. Liability Limited 


*Trade Mark 
Hounslow 2361 
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Butazolidin 


(phenylbutazone B.P.C. 50 mg. prednisone 1.25 mg.) 


Combined low-dosage 

antirheumatic 

Minimizes risk 

of hormonal imbalance 

Availability (Basic N.H.S. prices) 

Containers of 30 se es 10s. 8d. 
e 180 .. .. 82s, Od. 

500 +. «+ 878. Od. 

Geigy Pharmaceutical 

Company Ltd. 

Wythenshawe, Manchester, 23 


PH 150 
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WHEN PRESCRIBING ELASTIC HOSIERY: 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
— Elastic Yarn, Scholl. 


(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
eee Elastic Yarn, Scholl. 


(non-slip without suspenders) 


SEVERE CASES 


Both the above styles are also made in 
‘Double Strength” to provide maximum 
pressure for severe cases. When required 
add words “ Double Strength.” 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 


(Full-footed, worn without overhose) 





For Women 


These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.|I 
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Geigy 


Availability 
(Basic N.H.S. prices) 


Tablets of 0.75 g 


Containers of 
12 ae wg 5s. 4d. 
We. « se SOR 


10% suspension in syrup 
Bottles of 50 mi_ 6s. Od. 


PH 154 











Dosulfin the target sulphonamide 
for the chronic bronchitic 


Increasing clinical evidence is revealing that 
the greatest danger to the chronic bronchitic 
lies in the superinfection of the bronchi from 
upper respiratory tract infections. 


Dosulfin, a mixed sulphonamide consisting of 
equal parts of sulphaproxyline and sulpha- 
merazine, by providing adequate cover for this 
susceptible area equips the bronchitic patient 
to face the hazards of winter. 


Geigy Pharmaceutical Company Ltd., M hester 23. 
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effective 
treatment 


of 


OUGH 


BENYLIN EXPECTORANT® is Of particular value in the treatment of cough and 
congestion due to colds, bronchitis and allergies. It contains the anti-histamine 

and anti-spasmodic agent BENADRYL* in combination with established expectorants. 
A palatable raspberry-flavoured syrup; soothing, decongestant and demulcent, 

it readily alleviates nasal stuffiness and sneezing and is entirely suitable for children. 


BENYLIN (eum 


TRADE MARE Bottles of 4, 16 and 80 fi. ounces 


PARKE, DAVIS & COMPANY, Hounslow, Middlesex. Tel.: Hounslow 2361 
Inc. U.S.A. Liability Limited 















































































































































































































































































































































Tofranil’ Geigy Thymoleptic 
A major 
breakthrough in 
the treatment 
of depression 












E 
eo 
2, 
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CONCENTRATION 
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the 


HIGH PEAK 


oral penicillin 


BROXIL 


BROXIL is the first of the new antibiotics 
prepared from the penicillin “nucleus’’ — 
6-aminopenicillanic acid— isolated in the 
Beecham Research Laboratories. 
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BROXIL 


) 


{ 6 R a iS 


BROXIL produces a greater concentration of antibiotic 
in the blood after oral administration than any other 
oral penicillin. It produces blood level peaks two to 
three times as high as those following oral potassium 
penicillin V, and at least equal to those following in- 
tramuscular injections of penicillin G. 


BROXIL has an antibiotic spectrum similar to other 
forms of penicillin. 


BROXIL 


(BRL 152) 
is the potassium salt of 
6-(a-phenoxypropionamido) penicillanic acid. 


BEECHAM RESEARCH 


ak 
Laboratories Ltd. «| 
GREAT WEST ROAD, BRENTFORD, MIDDLESEX ¢ 


5 


Telephone: !SLeworth 4/1! 
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Soe — 


DIABETES 


and the patient who fears injections 








RASTINON 


PROVIDES COMPLETE ORAL CONTROL 


that 1s safe and convenient 


THE DIABETIC PATIENT who suffers from an excessive fear of 
injections may undergo considerable psychic trauma. 

A large number of these patients* can now be controlled orally 
with RASTINON (tolbutamide). In many cases, one tablet by mouth 
once or twice a day is all that is necessary for maintenance. 

Not only does RAsTINON make possible continued dosage ad- 
ministration that is free from psychological reactions ; in addition, 
blood sugar levels approach the normal without risk of hypogly- 
caemia. RASTINON 18 a true eugly« aemic agent. 

In patients in whom maintenance dosage has been established, 
RASTINON lowers the blood sugar to normal levels, but almost never 
beyond that point, regardless of dosage. 

Rapid excretion precludes cumulative effects. No cases of 
dyshaemopoiesis, jaundice, or other serious side effects have been 
reported. 

There is no added cost of treatment for the patient previously 
on insulin. 





ale Over 1,250,000 
© diabetics all over the 
world owe their well- ] r rv % NI 
being to RASTINON. ASUMNR OW 
The rate of response 
increases steeply with 
advancing age. 











HORLICKS LIMITED, SLOUGH, BUCKS 
Sole distributors in the U.K. for 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 





elegant... 
fo) g- Ceti et- | am 
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\Ortho/ for confidence in contraception 
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in acute, chronic and allergic rhinitis 


VASOCORT SPRAYPAK 


gently restores normal intranasal function 


VASOCORT SPRAYPAK contains hydrocortisone 
alcohol 0.02°;, to reduce inflammation and oedema 
phenylephrine hydrochloride 0.125% for immediate 
decongestion p-hydroxyamphetamine hydrobromide 


0.5% for long-lasting decongestion 


\\ 
@) SMITH KLINE & FRENCH LABORATORIES LTD 


Welwyn Garden City, Herts 

















VO: PA49 (col) ‘Vaoscort’ is a trade mark 
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sIgelolomeyel-Latalin ie 


for substitutive and supplementary treat: 


ines the digestive power 


nzyme systems 


er 


ROBERTS & CO., 76 New Bond Street - LONDON W 1 


LUITPOLD-WERK MUNICH 25 
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Rhinami 


Relief for Colds 


Rhinamid Bailly 
Rhinam u 


drops ra 

the nasal ; 

while at t 

time minin 

spread of 

infection 

A mild local anaesthetic 
is also included to soothe 
inflamed membranes and 
help the patient to recove 


his lost sense of well-being 


Formula 
Sulphanilamide 0-4 
Ephedrine 
hydrochloride | 0 
p-Aminobenzoy!-dibuty 
aminopropanol 0-026 


Aqueous excip. .s 


Basic NHS cost 
7d. per fl. oz. 
(when dispensed from 80 fl, oz 


dispensing pack) 


Bengue & Co Ltd 


Pulmo Bailly 
Pulmo Bailly suppresses 
exhausting and 
painful cough while promoting 
beneficial expectoration. 
This balance is achieved by 
the separate but complementary 
actions of CODEINE and 
GUAIACOL. Pulmo Bailly 
prevents exhaustion and 
hastens recovery. It is 
indicated whenever coughing 
is a troublesome symptom. 


Formula 

Guaiacol 1-50% 
Codeine 0-14% 
Phosphoric Acid 
(50°; H,PO,) 3-00°; 
Sweetened 


AQUEOUS EXCIP. q.s 


Basic NHS cost 

63d. per fl. oz. 
(when dispensed 
from 80 fl. oz. 
dispensing pack) 


Control for Coughs 


-Pulmo 
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The management of Pain 


DIHYDROCODEINE BITARTRATE 


a potent oral analgesic 


In general practice DF 118 fills the gap 
between Tab. Codein. Co. and Morphine. 
It causes fewer side effects than other 
analgesics of equal potency 

and is not D.D.A. 





PACK BASIC N.H.S. PRICE 


Tablet of 30 mg. 25 5s. Od. 
do. 100 16s. 8d. 


DUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 





Duncan, Flockhart & Co. Ltd., Edinburgh 11 











RETAINED VISCID MUCUS 


The hypersecretion of a thick viscid spasm which adds even more to the patient’: 
mucus is one of the major features of chronic distress 
bronchitis and one which has so far been largely tetained viscid secretions provide a culture 
overlooked in the therapeutic approaches to medium for pathogenic bacteria which often re 
this disease. The presence of mucus of high sults in a lower respiratory infection. Althoug! 
viscosity seriously disrupts the function of this can usually be controlled by antibiotic 
the ciliary tract which is unable to transport therapy a residuum of viscid mucus remain: 
these secretions upwards from the respiratory to pave the way for a subsequent infection 
tree, Stagnation of secretions therefore results, Repeated infections are largely responsibk 
cough becomes ineffective and exhausting, and for the structural damage which characterizes 


the viscid mucus provokes or prolongs broncho- advanced chronic bronchitis 


A new and fundamental approach to the problem of retained 


secretions is now available : 


* reaches and is deposited on the mucus, because 
the preparation is in the form of homogeneous 2-6u 
particles which can penetrate throughout the res 
piratory tract. 

* rapidly resolves thick mucus by enzymatic 
es O M U D A S E mucolysis, so that it can be removed physiologically 
with minimum effort. 

* improves lung hygiene and reduces the risk o 
infection, 

NOTE: 


Lomudase should be used with caution in patients with} 


a history of asthma or other allergic manifestation} 





6 é @ 


Lomu, Lomudase, Lomuy ren and Lomulizer are trade marks, property of the manufacturers patents pending. 





BRONCHOSPASM 


Much of the functional handicap 
associated with chronic bronchitis is due to 
bronchospasm. This may be a direct response 
to some external irritant or allergen or it may 
be a reaction to the presence of retained secre- 
tions in the lower respiratory tract 


In the past effective bronchodilators have 


frequently produced unpleasant side effects at 
a therapeutic dosage level. Now with the intro- 
duction of the Lomu range it is possible to pre- 
sent the potent bronchodilator, isoprenaline, 
in a form which can give rapid bronchodilation 
without any of the side effects normally 
experienced with the use of this drug. 


LOMUPREN 


* is applied topically in the form of homo- 
geneous particles, 2-64 in diameter, which 


can penetrate throughout the respiratory tract 


* a minute dose of only 0.1 mg. can produce 
an almost immediate maximal bronchodilation. 


* this dose is so small that side effects do not occur. 


THE LOMULIZER 


Essential for the administration of Lomu 
dase and Lomupren, the Lomulizer is a robust 
pocket-size device that ensures these drugs are 
dispersed into their original 2-6 particle 


form and released into the inspired air at pre- 


LOMUDASE: 


cisely the correct point in inspiration. 


Because the Lomulizer is simple to operate, the 
patient can use it whenever he feels the need for 
relief—at anytime, anywhere. With relief always 


at hand the patient’s morale increases. 


Each cartridge contains 0.01 Anson units of chymotrypsin 


and 0.1 mg. of isoprenaline in ultra-fine homogeneous 


pow ler forn 


Bottles of 25 ca 


LOMUPREN: Each cartridge 


LOMULIZER: 


) cartridges 


rtridges basic N.H.S. price 17/9. 


contains 0.1 mg. of isoprenaline sulphate in 
ultra-fine homogen 


Bottles of 2 


yus form. 


basic N.H.S. price 6 


Complete with instructions and plastic carrying pouch. 


Basic N.H.S. price 8/3 


Z, te 


(wewean ) BENGER LABORATORIES LIMITED 


HOLMES CHAPEL 


CHESHIRE ENGLAND 
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Picture a crowded waiting room. So many 
patients with stuffy noses and thick heads. 
when So many who will return again and again 
with the same ‘cold spell’ symptoms. 
a When winter is thus back with a vengeance, 
you can reduce the burden on routine practice 
‘wait’ by prescribing KARVOL INHALANT CAPSULES. 
Soothing, decongestant KARVOL is the simplest, 
beco mes most effective treatment for upper 
respiratory tract congestion. 
a It is easily expressed into hot water or 
onto handkerchief, pyjamas or pillow 
é ti ’ without fear of staining. 
conges ion The handy, one-dose KARVOL capsules fit easily 
into pocket or handbag .. . provide instant 


relief anywhere, night or day. 


Itt 


Each KARVOL INHALANT CAPSULE contains: 


Menthol! 7-9°,,, Chlorobutol 6-6% 
Oil of Cinammon 2-7%, Oil of Pine 18:8% 
Terpineol 14:8°%,, Chlorothymol 0-7% 


INHALANT CAPSULES packing: bottles of 10 capsules 


Basic NHS cost: 10 capsules as 
dispensed 104d 


THE GROOKES LABORATORIES LIMITED PARK ROYAL LONDON NW10 © 
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Broad spectrum Where perforation 
CHLOROMYCETIN' is has occurred, use of 
effective against most CHLOROMYCETIN® Ear Drops 
organisms present in ensures high local 
ear infections. concentration of 
Chioromycetin, thus 
achieving rapid 
acterial clearance. 


a 
pent can be 
d out in the 
@tient’s home, 
: imecessary. 


in the 
treatment of 


ear infection CH OROMYCETIN 


EAR DROPS 109%, ‘Tred Merk 


Chloromycetin (Chloramphenic > P ; 
i lors phenic ol B.P., Parke-Davis 10°%j , 
glycol: in 5 c.c. vials, with dropper and bottles o 100 c. ‘teal 


PARKE- 
ed@hdhheds PARKE, DAVIS &CO. Inc. U.S.A. Liability Limited. Hounslow, Middx. Tel: Hounslow 2361 ips: 


*ee* 
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* prompt, aggressive 
antibiotic action 

* areliable defence against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct Strike at infection 


Mysteclin-V contains tetracycline-phosphate potentiated 


It provides a direct strike at all tetracycline-susceptible organisms 
(most pathogenic bacteria, certain rickettsias, certain large viruses, 
and Entamoeba histolytica). 


It provides the new chemical form of the world's most widely prescribed 
broad spectrum antibiotic. 


It provides unsurpassed initial blood levels—higher and faster than older 
forms of tetracycline—for the most rapid transport of the antibiotic to the 
site of infection. 


ons 


Mysteclin-V contains Nystatin 
It provides the antifungal antibiotic, first tested and clinically confirmed by 
Squibb, with specific action against Candida (Monilia) albicans. 
It acts to prevent the monilial overgrowth which frequently occurs 
whenever tetracycline or any other broad spectrum antibiotic is used. 


It affords protection against antibiotic-induced intestinal moniliasis and 
its complications, including vaginal and anogenital moniliasis, even 
potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline-Phosphaote Potentiated and Nystatin 
Capsules (250 mg./250,000 u.), bottles of 12 and 100 
For Syrup (125 mg./125,000 u. per 5 c.c.) 60 c.c. bottles (on reconstitution) 


Squibb Quality—the Priceless Ingredient 
Edwards Lane, Speke, Liverpool, 24 


*MYSTECLIN’ IS A SQUIBB TRADEMARK 





_ asthmatics 


chronic 


_ for daytime use — 
1 tablet every four hours. 


TEDRAL (enteric-coated) 

1 enteric-coated tablet and 
1 plain tablet on retiring ensure 
night-long protection against attacks. 
TEDRAL Suspension 
pleasant tasting, and particularly 
suitable for children. 


- €ach tablet has three 


_ @etive constituents. 


 f, to reduce congestion — 


ephedrine hydrochloride (4gr.) 


2. to relieve constriction — 
theophyltine (29°) 

|B. to counteract central stimulation — 
phenobarbitone (igr.) 


_ Each (Smi.) contains 
ee the equivalent of $ Tgdral tablet. 





NARDIL 


TRADE MARK 


BRAND OF PHENELZINE 
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a new advance in the treatment of depression 


Nardil is a new kind of antidepressant which 
acts selectively on the brain. 


Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days. 


Nardil is safe—no toxic effects on blood or 
liver have been reported. 


Nardil has a simple and convenient dosage 
schedule (one tablet three times a day) 
which helps patient co-operation. 


Nardil is economical in use. 
Basic N.H.S. cost only 4/11 (excl. p.t.) for 25 tablets. 


Nardil is available in bottles of 100 and 500 
sugar-coated tablets each containing 15 mg. phenelzine 


, HAMPSHIRE 





ANEW ANTIBIOTIC eer 
ECOMYTRIN Ointment contains amphomycin, 0.5%, a potent new antibiotic 
derived from Streptomyces eanus which has substantially the same antibacterial 
spectrum as penicillin and bacitracin. Neomycin, 0.33%, is also inchided and 
these two antibiotics are effective against virtually all moe b bacteria. 


Neither antibiotic is sd systemically. 


A NEW BASE 
ECOMYTRIN differs from other antibiotic ointments in one important Yespect, 
Because amphomycin is stable in water, it is possible to make an oibin-water 
preparstion with the whole of the antibiotic content in the aqueous phase. 
This has three advantages: 
4 The antibiotics are brought into very intimate 
contact with the skin and response is rapid. 
2 In acut fected weeping lesions, there is no interference 
with the weeping process (in contrast to greasy ointments). 
3 EcCOMYTRIN is cosmetically acceptable. 


rapidly effective - economical - non-greasy - pleasant to use - stable 


ixpicaTions: Primary infective skin disorders, Secondarily ‘alisdedte disorders. 
ADMINSTRATIO Eeomytrin should be used three or four nee Oar 

in a thin layer applied directly to the affected akin area. 

ACTIVE INGRI wts: Amphorycit 5% Neomycin 0.33%. 

PRESENTATI Ecomytrin is availabl ie in tubes of 15G. 


WILLIAM R. WARNER & CO, LTD., EASTLEIGH, HAMPSHIRE, 
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Now an epileptic can face the day 
with confidence-on ‘Mysoline’ 


Clinical experience has clearly shown that 
with proper treatment and understanding 
most epileptics can lead full and happy 
lives. To achieve this the selection of an 
appropriate drug is most essential 
Evidence of the efficacy of ‘Mysoline’ 
continues to pour in from all parts of the 
world. It has been found that it not only 
reduces the frequency and severity of attacks 
but also has a beneficial effect on the general 
condition and outlook of the patient. Mental 
alertness replaces former dullness, and there 
is a renewed interest in normal activities, 


MYSOLING pamnoone a. 


TRADE MARK 


and a general improvement in sociability. 


For these reasons, when an improvement 
in performance is desirable, it is often advan- 
tageous to use ‘Mysoline’ in cases already 
controlled by other drugs. 


“Mysoline’ combines high activity with low 
toxicity, a wide margin of safety and absence 
of hypnotic effect during established treatment, 


Available as tablets of 0.25 G and as a 
palatable oral suspension. Basic N.H.S. costs: 
4/44. for 30 Tablets dispensed from pack of 
1,000 and §/8d. for rooml. of Suspension. 


Abel 





IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 





A milligram 


alti (3.8 relief of migraine with 


‘3 3-3-3 ergotamine 


| 
| 
l 
| 
I 
| 
| 
| 


Cafergot-Q 


BY | SANDOZ 


to be chewed for 


| 2) es = buccal absorption 


Each Cofergot-Q tablet contoins | 
Img Ergotamine Tartrate BP 
100 mg Coffeine BP 
in @ chocolate-flavovred base 
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Today’s most potent oral diuretic— 
ten to twelve times more powerful 
than chlorothiazide. 


Exercises complete control over pro- 
longed periods. 


Is effective in all cases where diuretic 


therapy is indicated. 
Shows no significant degree of toxicity. 


Has a short, simple name that is easily 


remembered. 


it alladds up to— 


TRADE MARK 


Unscored tablets of 25 mg. and 50 mg. HYDROCHLOROTHIAZIDE 
tubes of 25 and bottles of 100 and 500 


Basic cost to N.H.S 12 tablets from dispensing pack of 100— 3s. 11d. or 75. 24d. according to strength 


DOSAGE RANGE 
According to the severity f the condition and the response secured, dosage w 
range from 25 mg. once or twice daily to 75 mg. or 100 mg. twice daily 


| DC (BLA THE DISTILLERS COMPANY (B8iochemicais) LIMITED 
\ Broadway House, The Broadway, Wimbiedon, London, S.W.19 


Telephone: Liberty 


Owners 
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new 


/ ong-acting 


anticholinergic 


Tyrimide 


Experimental studies and clinical use 
have established that : 


1. ‘Tyrimide’ is inherently long-acting. 





One dose in the morning and another at night 
provide an uninterrupted 24-hour effect 


2. ‘Tyrimide’ is effective. Tests of 
anti-secretory and anti-spasmodic activity 
have proved ‘Tyrimide’ to be more effective 
than other newer synthetics and atropine 


3. ‘Tyrimide’ is remarkably free from 
troublesome side-effects 


‘Tyrimide’— for the 
anticholinergic management 
of peptic ulcer and 
gastro-intestinal disorders 

Each ‘Tyrimide’ tablet contains 5 mg. isopropamide iodide 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


TM :PA309 *'Tyrimide’ (trade mark) brand of isopropamide 
iodide, Brit. Pat. No. 772921 





> 
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for 
GRADUAL 





(not sudden) 
reduction in 
blood pressure 


ONE TABLET AS SOLE OR BASIC THERAPY 
IN ALL GRADES OF ESSENTIAL HYPERTENSION 


Average dosage: 2 tablets twice daily 
(Dosage range: 2 to 8 tablets daily) 


Composition: Hydrochlorothiazide 12:5mg., Reserpine 
0.0625 mg., Potassium chloride 572 mg. 


The United Kingdom N.H.S. basic cost is 5/- per 25 tablets 
plus P.T.) 


SALUPRES. 


Hydrochlorothiazide—Reserpine—Potassium chloride 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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swallowed 


whole... 


(Ancient Egyptian remedy 
for sore throat) 


for throat and mouth infections 


Strepsils antiseptic lozenges offer the following advantages in 


the local treatment of mouth and throat infections : 


* 


7 


* 


7 


* 


* 


Very wide range of activity 

Rapid bactericidal action 

Prolonged and soothing effect 

Contain no antibiotic or local anzsthetic 
Non-toxic 


Low cost of treatment 


Strepsils are supplied in vacuum tins of 24 individually- 


wrapped lozenges at a basic N.H.S. price of 1/84d. 


Literature and further information g adly sent on request 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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New concept... 


Nebrinal.« 


relaxant- 
hypnotic 


reproduces 


the normal 
sleep pattern 


FORMULA 
Each tablet contains 

Pentobarbitone Omg 

Mephenesin BP... 225 mg 

Schedule 4 

PACKS 

Bottles of 50 and 250 

PRICE 

Basic N.H.S. cost 

4}- for 50 tablets 

DOSAGE 

Average adult dose 

for insomnia—2 tabiets 

up to 4 tablets may be taken 

in severe cases. 

For general sedation— 

1 tablet every 6 to 8 hours. 


Nebrinal is a balanced combination of 
muscle-relaxant mephenesin and inter- 
mediate-acting pentobarbitone, presen- 
ted in the form of specially designed 
‘timed-release’ tablets to provide 
tapered’ dosage. 

The outer layer of the tablet rapidly 
releases about two-thirds of the two 
drugs to induce relaxation and sleep; 
the balance of the drugs is released 
from the inner core 3 to 4 hours later to 
sustain relaxed sieep on a reduced 
dosage 

The amount of barbiturate to be in- 
activated at any one time is thus kept 
ow 


Nebrinal provides 
INDUCTION OF SLEEP 
through relaxant plus hypnotic action 


SUSTAINED EFFECTIVENESS 
through ‘timed-release’ action 
REFRESHED AWAKENING 
WITHOUT ‘HANGOVER’ 
through ‘topered’ dosage 


Further details and professional samples on request 
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IN RHEUMATOID ARTHRITIS 


“The safest effective corticosteroid I 
have used.”"! 

‘“Triamcinolone lacks the sodium-retain- 
ing and oedema-producing effects of 
most other glucocorticoids.”2 

“It (triamcinolone) may also be the 
steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious 
appetite, and weight gain should be 
avoided.”*2 

“This new steroid possesses a very high 
order of anti-rheumatic potency . . .”*3 

1. J.Amer.Med.Ass. 167:8:973-96 (June 21) 1958 
2.J.Amer.Med.Ass. 169:257 (Jan. 17) 1959 

3. Arthritis and Rheumatism: 1:218 (June) 1958 


IN PSORIASIS & OTHER DERMATOSES 


“Most useful of the steroids in the 
treatment of various skin diseases.*’4 
“A potent anti-allergic compound.”’5 
“LEDERCORT applied topically exerts 
marked anti-inflammatory, anti-allergic 
and anti-pruritic effects over a wide 
range of dermatoses.’*6 

4. Lancet, 1:718, 1959 

5. Allergy: 28:97, 1957 

6. So.Med.J. 52:330, 1959 
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THE MONTH 


MULTIPLE sclerosis and Parkinsonism are probably the two most worrying 
neurological diseases encountered in general practice. Both are chronic 
incurable conditions which sap the morale of the patient as 
The well as of the relatives. In this respect they present a challenge 
Symposium to the family doctor. As Dr. Kremer stresses in the intro- 
ductory article to the symposium on ‘Neurology’ this month, 
‘whilst much can be done to provide symptomatic relief, the essential part of 
treatment in multiple sclerosis is the maintenance of morale in the patient 
and the relatives at as high a level as possible’. The same principle applies in 
the management of Parkinsonism but here, as Dr. Miller points out in his 
article, more can be achieved with the discriminate use of the newer drugs 
now available to practitioners. ‘The other new development in the treatment 
of Parkinsonism is the advent of surgery, and this is but one of several neuro- 
logical conditions in which surgery is proving of increasing value. In both 
subarachnoid hemorrhage, discussed in the symposium by Dr. Denis 
Williams, and hydrocephalus, reviewed by Dr. Sandifer, the neurosurgeon 
can now do much to help his medical colleagues. In the field of nerve in- 
juries the surgeon plays the predominating therapeutic role, and Mr. 
Seddon’s article provides an authoritative review of a subject which tends to 
be neglected in civilian practice. The other two articles in the symposium— 
that by Dr. Ritchie Russell and Dr. Spalding on ‘Poliomyelitis and the 
general practitioner’, and that by Dr. Henson on “The problem of sciatica’— 
deal with problems which are of continuing interest to the general 
practitioner. 


‘HAs private practice any real place in general practice in Britain today? 
Is it a vital and thriving alternative to the National Health Service?’ 
Such are the challenging questions posed by Dr. Patrick Wood 
Private in his article on ‘A private practice in the welfare state’ in our 
Practice present issue. Judging from his experience, which is by no 
means unique, the answer to both these questions is in the 
affirmative. So much so that it would seem to knock the ground from under 
the Minister of Health’s recent juvenile attempt to deprive the private 
patients of the country of their moral right to drugs under the same 
conditions as those applicable to National Health Service patients. 
What both political parties have got to realize is that, in spite of all they 
have done in their efforts to kill private practice, it refuses to die. The record 
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of the British United Provident Association alone—providing care for three- 
quarters of a million people—shows that the British citizen refuses to be 
dragooned into an impersonal Health Service in which patients are code 
numbers and doctors are remunerated on the basis of quantity—not quality. 
Private practice will survive—and thrive—even though the present Govern- 
ment maintain an intransigent attitude on drugs, but it will be a despicable 
example of sacrificing the welfare of the sick citizen to political exigencies 
if they persist in their present attitude. It will not be the private doctors who 
will suffer. Neither will it be the upper ten of the community. It will be that 
section of the community who obstinately retain the old-fashioned idea— 
once so popular with the Conservative Party—of paying for personal service. 
What our present rulers have yet to realize is that socialism is no more 
compatible with individual freedom of choice when it is disguised with a 
thin veneer of Conservative blue. As Dr. Wood rightly stresses in concluding 
his article: ‘If all that was good and fine in general practice throughout the 
century is not to be lost in the next ten years, then personal doctors aided by 
insurance schemes for private patients and fee-for-service schemes for State 
patients, must be encouraged to practise a high standard of medicine in the 
patients’ own homes’. 


AN admirable account of how much can be achieved in a general practitioner 
hospital was provided in a recent issue of the Nursing Times (1959, 55, 1252) 
by Miss Mary Caisley, the Matron of the Victoria Hospital, 

G.P. Lewes. This is a 39-bedded hospital, with three wards: one for 
Hospitals women, one for men, and one of nine beds arranged as three 

single and three double rooms. The latter are used for private 
or amenity patients or, more often, for the very sick patient for whom 
privacy is desirable. There are at least two planned operating sessions each 
week, with frequent emergency work, weekly outpatient clinics and a 
continuous stream of casualty work. In charge of each ward is a sister ‘who 
has some definite personal reason for choosing to work in this hospital— 
home ties or elderly patients’. The majority of the staff are non-resident, 
and many are married. 

As Miss Caisley points out, ‘there are many advantages in a hospital of 
this size. ‘The patients feel at home—their own family doctor attends them 
daily, at the same time as the best consultant advice and treatment are 
available’. Further, ‘in a small town and the surrounding country area one 
learns to know the patients and their families. Ex-patients often return and 
keep returning to see the staff and at least go per cent. write “thank-you” 
letters for a pleasant stay’. In these days, when so many complaints are heard 
from patients and their relatives about the lack of personal attention in even 
the best of our bigger hospitals, it is refreshing to be reminded that there are 
still hospitals in which the prime consideration is the patient as an individual. 
There can be little doubt that one of the major factors in maintaining this 
desirable attitude is the continuing supervision that the family doctor 
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exercises over his patients while they are in such general practitioner 
hospitals. 


Apvice on healthy living is one thing. Mass instruction of the public in the 
early detection of disease is another. Such at least is the widely accepted view 
in this country. On the other side of the Atlantic, 
Health or however, both these activities are looked upon as 
Hypochondriasis essential components of health propaganda. A typical 
example of the scale upon which such operations are 
carried out in the United States is the ‘Diabetic Detection Week’ organized 
towards the end of last year, when the American citizen was bombarded 
with information about the disease, and the importance of early diagnosis. 
The campaign included the free distribution of hundreds of thousands of 
diabetic kits to the public so that they could test their urine. If the test was 
positive, they were urged to report immediately to their doctors. 

What the effect of this mass attack was on the morale of the more intro- 
spective section of the public has not been divulged, and it would be equally 
interesting to know how many dollars poured into the coffers of doctors and 
clinical biochemists in the diagnosis of harmless glycosurias—renal and 
otherwise. Whatever the final opinion may be as to the relative advantages 
and disadvantages of such mass methods of disease detection, their inherent 
dangers are well demonstrated by what a correspondent in the Pharmaceu- 
tical Fournal describes as ‘an unexpected and unrelated “twist” in the matter 
of diabetic tests’. So serious was this that the Food and Drug Administration 
had to issue one of its famous Press warnings. This was to the effect that a 
certain diabetic testing paper, which contains o-tolidine for the detection of 
glycosuria, should only be used for this one purpose. The reason for this 
warning was that it was discovered that women were using the indicator to 
determine their fertility cycle. The rationale for this particular use of the 
paper may have been sound enough, as sugar is present during ovulation 
and this can be detected by applying the paper to the cervix. What these 
unsuspecting women had not realized was that used in this way o-tolidine 
can be toxic; hence the warning. 


“THE age-old fable that more females than males lie about age is unfounded’, 
according to Nathan Masor (7. Amer. geriat. Soc., 1959, 7, 859). This ex- 
ploding of yet another popular belief is the result of an 

Women and investigation carried out on 151 men and women, physically 
Their Age and mentally normal, who were questioned about their age 
each time they were seen by their doctor over a period of 

a year to just under three years. Patients were divided into three age-groups 
—18 to 25, 30 to 50, over 50 years—and ‘a lying patient was considered 
statistically to be anyone who deviated from the truth one or more times’. 
In the young age-group (18 to 25) none of the 11 men or nine women lied 
about their age. In the middle age-group (30 to 50), seven of the 52 men 
(14 per cent.) and five of the 48 women (ro per cent.) lied about their age. 
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In this group, two men and one woman who for years were truthful about 
their age, ‘revised their status to a younger age when they became widowed’. 
In the elderly age-group, only one of the 14 men, and none of the 17 women 
lied, and, irrespective of sex, it was found that the more elderly the patient 
‘the more prompt was the response to age and the more apparent was the 
voiced pride in having attained advanced age’. As one would expect, ‘the 
eccentricities of lying were more evident grossly than statistically’. Thus, 
‘though in general the males lied more frequently than the females, the lies 
of the females were more incredible and labile’. Put more bluntly, but again 
quoting Dr. Masor, ‘though the females lied less frequently than the males, 
they were the bigger liars’. One thing the two sexes did share in common 
was that in every instance the lie ‘was directed towards a younger age’. 


‘THERE is nothing new under the sun—particularly in prescribing habits. 
Today medical journals are full of warnings of the dangers of the indis- 

criminate use of the potent drugs now being poured forth 
Digitalis and by the pharmaceutical companies of the world. But the 
the Church same problem faced the Church in the days when it was 

the keeper of the physical, as well as the spiritual, well- 
being of the people. Several interesting examples of the disciplinary action 
of the Church in such matters are quoted by Dr. John Ritchie in a paper on 
‘Notes on the influence of folk-medicine on the early use of digitalis’, which 
he read before the Scottish Society of the History of Medicine, and published 
in the ‘Report of Proceedings’ of the Society (p. 13) for 1958-59. 

One is of Janet Sharp who, in 1624, was charged before the Kirk Session 
of Perth with having given her son a drink of ‘foxter’ leaves (decoction of 
foxglove leaves) which hastened his death. Her defence was that it was at 
his own request that she prepared the decoction and that she had drunk some 
of it herself before giving it to him. She was sentenced to make public 
confession and to do penance in the Church. Further, the Session directed 
that the congregation should be reminded from the pulpit that it was 
forbidden to all save physicians and men of skill to give the sick drinks 
made from foxter leaves or from other herbs. A more tragic case is that in 
the records of St. Cuthbert’s, Edinburgh, of the unfortunate woman who 
dosed all her children with a decoction of foxglove leaves, whereafter they 
all died. On this the Kirk Session took a charitable view and decided that 
she had acted ‘out of ignorance and not of intention to kill, and is found to 
bewaill the death of her children continewallie’. She was therefore discharged 
but not, as Dr. Ritchie notes, ‘without a sharp rebuke’. In another case that 
came before the Presbytery of Lanark in 1644, two men and three women 
confessed to having given a decoction of foxglove leaves to a sick man, 
‘which shortlie thereafter induced death’. Criminal intent was suspected, 
and one of the women was convicted of practising witchcraft and dealt with 
accordingly. Her confederates escaped with having to make public re- 
pentance in sackcloth and ashes for using ‘so damnable and devilische a cure’. 





MULTIPLE SCLEROSIS 


By MICHAEL KREMER, M.D., F.R.C.P. 
Physician for Nervous Diseases, Middlesex Hospital; Physician to Outpatients, The 
National Hospital, Queen Square 


‘MULTIPLE or disseminated sclerosis ranks high among organic nervous 
disorders affecting the white races. In the northerly parts of Great Britain 
at least one adult in every thirteen hundred is affected by it. Although 
its symptomatology and morbid anatomy are well known from classical 
writings, we are still ignorant of its causation, and treatment remains largely 
empirical’. These are the opening sentences of the authoritative work on 
this disorder by McAlpine, Compston and Lumsden, published in 1955, 
and the situation is still much the same five years later. Many theories have 
been advanced as to the nature of the disease and the etiological factors 
involved, and it is useful to consider them in general terms even though there 
is still no convincing evidence as to the validity of the various hypotheses. 


ETIOLOGY AND PATHOGENESIS 
Whilst the early neurologists considered the possibility of an inborn vul- 
nerability of the nervous system to non-specific factors, such as trauma, 


infectious illness, exposure, and emotional upsets, those of the earlier part 
of this century sought a specific infective agent: at first the spirochete and 
later a neurotropic virus. There is nothing, however, to support the presence 
of such an infection, certainly not as a direct cause. 

Miller and Schapira (1959) have given very careful consideration to all 
the theories and, whilst they admit that the evidence is inconclusive and 
often conflicting, they end by supporting the unitary hypothesis of Pette 
(1928) and Ferraro (1958). This view suggests a series of demyelinating 
disorders which range from the acute post-infective perivascular demyelina- 
tion, such as follows measles or vaccination, to the most chronic and steadily 
progressive form of multiple sclerosis. Miller and Schapira suggest that even 
such disorders as acute hemorrhagic leuco-encephalitis, subacute necrotic 
myelitis, and Schilder’s disease, might well be included in such a series. 
This postulates a common origin for this type of pathological reaction in 
some kind of hypersensitivity disturbance and that the different clinical 
results depend upon the subsequent interplay between immunity and 
allergy. Certainly it has been possible in animals to produce a perivenous 
demyelinating encephalomyelitis by repeated injections of sterile brain 
tissue and equally possible to prevent this phenomenon by the exhibition 
of corticotrophin. In man similar occurrences have been described following 
preventive inoculation against rabies, thus again supporting an allergic (in 
the widest sense) causation. Here, however, the disorder resembles multiple 
sclerosis only in its pathological appearance and not in its clinical features. 

There are certain features of the distribution of the disease which are well 
February 1960. Vol. 184 (157 
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worth recording. It is far commoner in the northern hemisphere and with 
increasing latitude. Where accurate records are available it is not related to 
race provided that there are equivalent living conditions. The effect of 
removal to warm climates once the disease has developed is completely 
uncertain, but a personal observation of the relative infrequency of fresh 
cases in men of the Armed Forces in the Middle East may be significant. 
Familial cases do occur: McAlpine (1957) reported an incidence of over 
6 per cent., but the meaning of this is quite uncertain. Certainly conjugal 
incidence is rare. 

It is probable, in agreement with Leyden (1863), that many non-specific 
influences play a part in either the precipitation of an episode or the localiza- 
tion of an episode. The relation to injury or cutaneous infection is well 
known as producing a local deterioration affecting the corresponding and 
neighbouring dermatomes and myotomes. Similarly, fatigue may produce 
transient deterioration of the fatigued part or at a distance. Whether these 
results are due to reflex circulatory changes in corresponding parts of 
the neuraxis, as suggested in poliomyelitis, is uncertain, but it is an attractive 
possibility. 

DIAGNOSIS 

The diagnosis of multiple sclerosis is still a clinical exercise as there is as 
yet no specific test for the disease. The important clinical criterion is the 
occurrence of dissemination either in time or in place. Unfortunately, 
from time to time certain symptoms or physical signs have been advanced 
as pathognomonic. This must be untrue, for the signs in neurology are 
dependent upon the location rather than on the pathological nature of the 
lesion. It is, of course, true that some pathological lesions can only follow a 
given course, but this still renders a pathognomonic sign for a disease an 
impossibility. Such manifestations as ‘the electric sign’ of L’Hermitte (a 
burst of tingling paresthesiz running through the body on flexion of the 
neck) or ‘ataxic nystagmus’ (horizontal nystagmus greater in the abducting 
than the adducting eye) on conjugate deviation to either side can be produced 
by other conditions though both are common in multiple sclerosis. Certain 
points, however, are important. 

In go per cent. of cases relapses and remissions are found in the early 
stages. In the remainder, most of whom are in the fourth or fifth decade, 
the condition is steadily progressive from the onset. The frequency of the 
relapses is higher in the first five years of the disease than later and this 
is independent of the sex or age of onset. About a third of the patients will 
have a relapse in the first year; one-half within two years and three-quarters 
within five years. It must be remembered that the first attack may be very 
short-lived—sometimes, less than a day—and may be completely forgotten 
by the patient, thus delaying the diagnosis, by preventing the recognition 
of the remitting nature of the disease. It is certainly true that, in general, 
recovery is progressively less after each relapse but a change to the chronic 
progressive form may take place at any time. In the Middlesex Hospital 





MULTIPLE SCLEROSIS 159 


series McAlpine and his colleagues (1955) found that 15 per cent. had 
changed to this form after four years, 25.9 per cent. after ten years, 32 per 
cent. after twenty years and 50 per cent. after thirty years, but this change 
is more common after early relapses than after later ones. 


THE NATURAL HISTORY 

It is still unfortunately true that the diagnosis of multiple sclerosis strikes 
terror into both patients and relations for it is visualized as a disorder 
that is rapidly progressive and producing chronic invalidism of the more 
helpless variety. It cannot be too widely known, or too firmly stressed, that 
this is untrue for a large number of patients. Again quoting from McAlpine’s 
Middlesex Hospital series, 60 per cent. of the patients were without dis- 
ability and leading an unrestricted life five years after the onset, 30 per cent. 
after ten years and 13 per cent. after twenty years. It was found that the 
prognosis was relatively benign, with full working capacity for many years, 
when the recovery from the initial attack and from early relapses was good. 
This is even more the case if these relapses have been acute or when the 
relapses are mild and diminish in frequency during the first five years of the 
disease. If the initial attack is followed by a long remission, especially if the 
initial attack affects the visual pathway, cranial nerves or sensory system 
alone, then a benign course is still more likely. These facts are common 
knowledge to all serious workers on this disease but many members of the 
profession and most of the public lose sight of the large number of patients 
who go on for a long time, and the community seems aware only of those 
who are rendered completely paraplegic and helpless and take a whole 
family’s energy in catering for their needs. 

Although the incidence of the disease in the northern parts of the United 
Kingdom is one in thirteen hundred, this figure varies in the different 
counties and it is probable that the over-all figure for the whole country is 
approximately one in two thousand of the population. This suggests about 
25,000 sufferers and it is clear at once that there are not that number of 
severely incapacitated patients in this country suffering from multiple 
sclerosis. It must be remembered that a patient who manifests a wealth of 
neurological signs may still be functioning perfectly usefully and happily as 
a member of the community. Equally, it must be recognized that, although 
the average expectancy of life in these patients is at least twenty years 
and often far longer, a few cases run a fulminating course of a few weeks to 
a few months and death is due to involvement of vital medullary centres. 
In later years death is due to infection of the urinary tract, the skin and 
subcutaneous tissues, or the respiratory tract. 

As plaques of demyelination may occur anywhere in the nervous system 
the differential diagnosis includes an enormous number of neurological 
disorders, and in the early stages a firm diagnosis may be impossible. It is 
vital therefore that an open mind be maintained on diagnosis until it is 
beyond doubt. Although it is nice and tidy to have a label it may make the 
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possibility of a reappraisal of the situation more difficult. It is far better to 
have a descriptive label such as ‘spastic paraplegia’ which calls for constant 
review than ‘multiple sclerosis’ which may prevent this. It is tragic to 
discover a spinal compression allowed to continue till irretrievable damage 
has occurred because the diagnosis of multiple sclerosis has been made. 
It is true that this is unlikely in the majority of patients, but even once is 
too often. It must be remembered that multiple sclerosis being a common 
disorder it may well occur in conjunction with other common disorders. 
Such is the case with spondylosis (particularly in the cervical region), 
where compression symptoms may occur. 


TREATMENT 

The quotation which opened this article stated that treatment was largely 
empirical. This must follow from our lack of knowledge of etiology or patho- 
genesis but, as McAlpine has repeatedly stressed, this is no reason for a 
negative approach to the patient. The jibe that neurological interest ends 
when the diagnosis is established has probably never been really true but 
in the chronic neurological disorder it is vital that a positive attitude be 
adopted and it is in these diseases that this proves most difficult. It is 
inevitable, however, that a lack of therapeutic attack is interpreted as a lack 
of interest and that this may drive the patient and his relations into the 
hands of those who, being less scrupulous, offer ‘cures’ but at the same 
time offer hope. ‘The tendency for these patients to wander round in search 
of someone who will help is well known and it must be the practitioner’s 
first duty to explain as simply as possible the nature of the disorder and its 
natural history, so giving the family something they can understand and 
accept. Elementary as this principle is, it is still allowed to go by default 
sometimes because the doctor is too kindhearted. 


GENERAL MANAGEMENT 

During the initial manifestations or relapses of the disease it is probable that 
rest is the most effective form of treatment. To attain this, admission to 
hospital may weil be necessary as it is rare that rest at home will prove 
effective. This rest need not be absolute but activity is reduced to a minimum 
and will often result in rapid improvement. If appropriate to the lesion, 
physiotherapy may well be started early. It has been suggested that a fairly 
prolonged convalescence will give the patient the best chance for the future. 
Unfortunately, a sufficient number of hospital or convalescent beds is not 
available for this purpose, but there seems no reason why convalescence 
should not be started earlier than usual, perhaps using for this purpose 
some of the beds in the sanatoria for tuberculosis that have been made 
redundant by modern treatment. 

A further problem in general treatment is the eradication of septic foci. 
If infection plays a part, either by providing an initial stimulus to the 
immunological processes which may be the mechanism of multiple sclerosis 
or by causing relapses, it is reasonable to try and prevent or eradicate infec- 
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tion. The removal of septic teeth or tonsils appears logical but this should be 
based on the reality of present infection rather than on hypothetical infec- 
tion. Such operations should be carried out under antibiotic cover. 

Generally, patients should be advised how to order their lives. Undue 
fatigue should be avoided: cold and damp are harmful as is any infection 
whether acquired without or within the home or place of work. Emotional 
stress can also precipitate relapses and it is probable that an obsessional 
overconscientious attitude, whether at home or at work, should be modified 
though this may prove enormously difficult. 

Pregnancy and labour have little effect on the disease unless occurring 
during an active phase when there may be further deterioration. During a 
quiescent phase little may be noticed but the effect of an increasing family 
on the health of the patient with multiple sclerosis must be considered. 
Termination of pregnancy is not often justifiable unless the patient is quite 
seriously disabled. 

REHABILITATION 

It is remarkable what can be achieved by an active department of physical 
medicine. The retraining of ineffectual limbs and of equilibrium can be 
speeded up by a firm physiotherapist. There is no doubt that loss of 
movement after an exacerbation may persist even after recovery of reason- 
able power and it may well be that the patient has ‘forgotten’ how to use the 
limb. An enthusiastic physiotherapist fired with almost revivalist deter- 
mination can work wonders in these patients and encourage return of func- 
tion to a degree that at first appears almost impossible. During the rest 
period, only passive movements are permitted but, as recovery begins, 
assisted active exercises may be introduced followed by unassisted exercises 
and then walking. All exercise is graduated and the patient is encouraged 
to continue when he gets home. If it is possible to enlist the help of a 
local physical medicine department so that the patient can be supervised 
once or twice a month this ensures that the standard of performance is 
maintained and prevents the patient slipping into trick movements which 
can prove detrimental. It also, and perhaps more importantly, maintains 
the patient’s interest. Whatever the ultimate state of the patient after a 
relapse—whether almost completely recovered or considerably disabled 
it is essential that the physiotherapy effort to obtain improvement should 
be constantly maintained and it is true that at present this is the most 
valuable form of treatment available. 

This calls for special training and temperament in the therapists and 
for their being part of a team engaged specially in helping such disorders of 
mobility and equilibrium. Unless the therapists know what they are trying 
to achieve and have adequate leadership they may well share the hopeless- 
ness that is so often seen in those faced with these patients. As the condition 
of the patient deteriorates the importance of maintaining exercises increases. 
The production of contractures by the combination of spasticity and 
immobility is all too familiar and every effort to prevent this must be made. 
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Cases seen later may need orthopedic help to counter the contractures but 
this is an admission that adequate care has not been available. 


VACCINES AND DRUGS 
Although no effective general treatment is known, attempts to do something 
more than to relieve symptoms are still made. 

V accines.—The Shubladze- Margulies vaccine, introduced in the U.S.S.R., 
has been tried in this country but there is no evidence yet available that this 
has any effect on the disease and it may well prove dangerous. Autogenous 
bacterial vaccines have been tried without any real benefit. 

Pyrexia and vasodilators.—There seems little doubt that heat often 
reduces power in this condition. A hot bath may render the limbs so weak 
that the patient cannot get out without help; similarly, the limbs may be 
weaker than usual when the air temperature is high. Conversely, spasticity 
and consequent stiffness of muscles are increased by cold. A temperate 
average suits these patients best. In spite of this adverse reaction to heat, 
there was a great vogue for pyrexial treatment before the 1939-45 War. 
Pyrexia was induced by the use of killed organisms such as ‘T.A.B. vaccine 
intravenously and six or more bouts of fever were allowed. There is no 
doubt that this could initiate a remission in some patients but in recent 
years this method has been used less and less. 

Vasodilators can occasionally bring a relapse to an end sooner than 
appears likely from the natural progress of the condition. Again, in view of 
the facts given above this is difficult to understand. Probably any vasodilator 
would prove effective but some have unpleasant side-effects. Nicotinic acid 
seems the least harmful but the patient must be warned of the flushing 
produced, the paresthesia, the pounding fullness in the head, and the 
odd taste. These effects come on within half-an-hour after taking 50 to 
100 mg. on an empty stomach; they rarely last more than fifteen to twenty 
minutes and the dose may be repeated three times daily. If no great flush 
is produced in this way, 50 to 100 mg. of nicotinic acid may be given once 
a day by intravenous or intramuscular injection. Treatment with vaso- 
dilators should be continued for four to six weeks at a time, after which a 
rest period is indicated. 

Histamine has been used for the same purpose but is not so easy to 
control. A starting dose of 0.1 mg. intravenously may be used, and it can be 
increased by 0.1 mg. daily for a week at a time. 

Corticosteroids..-Like vasodilators, steroids may be very helpful in 
initiating a remission but, if no obvious effect is being produced within two 
or three weeks, they should be tailed off fairly quickly. If, however, benefit is 
obtained, they may be continued for two or three months. The usual 
careful watch for toxic results must be maintained. A good starting dose is 
10 mg. of prednisone three times a day, and it may usefully be combined 
with nicotinic acid. Corticotrophin, in doses of 50 units daily by injection, 
has also been prescribed for three or four weeks and then gradually reduced 
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to a maintenance dose of 10 units daily for several months, but the good 
effects are transient. 

Arsenic.—The vogue of arsenic therapy seems to have diminished 
recently, although there are many neurologists who still use it quite ex- 
tensively. The usual mode of administration is to combine both organic and 
inorganic arsenic. In each course, neoarsphenamine is given intravenously 
once a week for four weeks, in doses of 0.15 g., 0.3 g., 0.45 g., and 0.45 g. 
This course can be repeated every three to four months. If the veins are 
difficult to enter, intramuscular sulpharsphenamine in corresponding doses 


is given. Between injections, arsenical solution B.P., 3 to 5 minims (0.2 to 
0.3 ml.), is given for three weeks each month. Careful watch must be kept 


for signs of intolerance. 

Intrathecal P.P.D.—It has been suggested at Oxford that P.P.D. (purified 
protein derivative of tuberculin) given intrathecally produces a specific 
response from the meninges of Mantoux-positive patients. This consists of 
a pleocytosis and rise in protein, together with a systemic reaction of pyrexia, 
malaise, and sometimes meningism. It is also suggested that this reaction, 
which must be repeated at least three times, will prevent relapses recurring 
at their natural frequency. It is still too early to assess the merits of this 
procedure. 

SYMPTOMATIC TREATMEN1 
In addition to treating the patient as a whole, some symptomatic treatment 
can give help. 

Hypertonus and spasms..—Occasionally hypertonicity is so great, especially 
in the hip adductors and plantar flexors, that, even with reasonable power, 
walking is difficult. Some patients gain relief from meprobamate or 
mephenesin. The former can be started in 200-mg. doses three times a day 
after meals and the latter as mephenesin carbamate in 0.5-g. doses three 
times a day. Each can be pushed up to double or even treble these doses, 
provided the patient does not become too drowsy and there is no gastric 
irritation. 

Extensor and flexor spasms may be very troublesome—disturbing rest 
and posture, and often associated with a good deal of pain. Both mepro- 
bamate and mephenesin may help to diminish these contractions, but often 
so large a dose is necessary that the patient may be asleep the greater part 
of the day. In such cases it is probably better to give smaller doses such a8 
400 mg. of meprobamate and small quantities of barbiturates, such as 
phenobarbitone, 4 grain (30 mg.), or a similar dose of amylobarbitone 
At night thalidomide, 0.1 to 0.2 g., is often helpful in controlling spasms. 

Unfortunately there are many advanced cases in which no drug treatment 
has any effect on the spasms, and then orthopedic measures, such as traction 
on the legs followed if necessary by tenotomy of the hamstrings, may prove 
very helpful. If, in spite of all these efforts, life is rendered almost intolerable 
by the continuous violent and painful contractions the only reasonable 
treatment is selective surgical section of peripheral nerves or fractional 
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knock-out of spinal anterior nerve roots by means of phenol. Both these 
techniques require expert performance by someone familiar with their 
hazards, but offer the possibility of turning an impossible existence into a 
more comfortable though paraplegic life. 

Vertigo.—This symptom, with associated disequilibrium and vomiting, is 
usually due to a brain-stem plaque damaging the central connexion from 
the vestibular labyrinths. The treatment is the same as that of any acute 
vertigo. In the presence of vomiting the intramuscular injection of 50 mg. 
of promethazine, chlorpromazine, or promazine will often ease the acute 
disturbance. If the attack is very severe the injection may have to be 
repeated some six hours later. The drowsiness which results is welcomed 
by the patient. Once the acute vomiting has ceased, then the same sub- 
stances can be given by mouth in 25-mg. doses two or three times a day, 
or prochlorperazine, in doses of 5 to 10 mg. twice a day, can be substituted ; 
this drug produces less drowsiness. 

Sphincter disturbances.—The function of the bladder is commonly dis- 
turbed and the patient suffers from frequency, urgency, and precipitancy 
of micturition. Later, incontinence may occur, but this is often due to a 
combination of precipitancy with diminished mobility. Retention is unusual 
except in the acute transverse lesions. It is difficult to control the rapidly 
emptying spastic bladder except by sedation but occasionally the use of a 
pill containing ergot 1 grain (60 mg.), and belladonna dry extract B.P., 
} grain (16 mg.), may be helpfui. Often, however, especially in women, the 
urinary disturbance may be kept going by infection. If there is any real 
risk of this it may be helpful to keep the patient on small doses of sulphon- 
amide, such as sulphathiazole, 0.5 g., or sulphamethizole, 0.2 g., twice 
a day, indefinitely. If an obvious acute infection supervenes, treatment 
with the specific substance to which the infecting organism is sensitive is 
clearly indicated. Several courses at short intervals may have to be given 
before the urine becomes sterile. Occasionally the long-continued use of 
sulphonamides can be interrupted with a course of hexamine mandelate, 
0.5 g. three times a day, for two or three weeks. Retention of urine is treated 
by administering the stable esters of acetylcholine, of which many prepara- 
tions are available, in doses of 0.25 mg. intramuscularly or 1 mg. by mouth, 
repeated if need be. When this fails, catheterization will be necessary. 

The bowel difficulty is usually constipation, and diarrhcea and rectal 
urgency are most often the result of incautious aperients. It is safer to give 
only mild laxatives and supplement these by glycerin suppositories or 
bisacodyl suppositories. Enemas may be necessary, but it is essential to 
avoid irritating the bowel either from above or from below. 

Pain.—Pain is a far more common symptom in this disease than is usually 
appreciated. It may be associated with muscle spasms as already described, 
but other forms are: (a) lightning pains; (b) root pain indistinguishable 
from a brachial neuralgia or sciatica or a trigeminal neuralgia; (c) headache 
due to plaques causing narrowing of the aqueduct of Sylvius and edema, 
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or interfering with the root entry zones of sensory nerves; (d) central pains 
due to involvement of the spinothalamic tract or the thalamus. Here the 
pain is of an intense burning and gnawing character, often with a profound 
affective reaction; (e) painful parzsthesiz. 

The treatment of all forms of pain in this condition is to use analgesics, 
such as compounds of aspirin, phenacetin, and codeine, in full doses unless 
gastric irritation and constipation are troublesome. Their efficacy is often 
greatly enhanced by adding small quantities of a sedative, such as amylo- 
barbitone in doses of } to 1 grain (30 to 60 mg.), and during the earlier part 
of the day by adding also an analeptic such as dexamphetamine, 5 mg. 
This is particularly helpful for central pain and painful paresthesiz. 

Pressure sores.—Once the patient is confined to a chair or bed the risk of 
pressure sores is great. This is particularly so if there is sensory impairment 
and urinary overflow. They can be avoided only by scrupulous attention 
to the nursing care of the skin at the points of pressure, by changes of posture, 
and by the use of smooth bed linen or special seats. There is no drug which 
will help more than the efficient use of soap, spirit, and occasionally a silicone 
skin cream. The healing of pressure sores is so slow and the risk of spread 
in the paraplegic so great that treatment must be preventive. Once pressure 
sores are present, the only really effective treatment is prevention of weight 
bearing by the sore area. Necrotic tissue must be removed, and antiseptic 
creams may help to some extent. When completely clean, skin grafting may 
be considered. 

CONCLUSION 
There are many placeboes which are used in this condition as in so many 
conditions for which there is no specific treatment. Among these the 
vitamin B complex or one or other of its various components, especially 
cyanocobalamin, by mouth or injection are great favourites but there is 
little evidence that any effect is produced. Far more important than 
placeboes is the attitude of the doctor (Kremer, 1958). Whilst much can be 
done to provide symptomatic relief, the essential part of treatment is the 
maintenance of morale in the patient and the relatives at as high a level 
as possible. Help can be given by using the benefits provided by the National 
Health Service, in particular the provision of wheel-chairs or perhaps even 
invalid cars. Commodes, kitchen gadgets, hoists, all are available to make life 
a little easier but, until the prevention of demyelination can be achieved, it 
is the personality of the doctor that does most to keep the patient going. 
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THE MANAGEMENT OF 
SUBARACHNOID HAMORRHAGE 


By DENIS WILLIAMS, C.B.E., M.D., D.Sc., F.R.C.P. 
Veurological Physician, St. George’s Hospital; Physictan, The National 
Hospital, Queen Square 
EXTRA-CEREBRAL bleeding into the subarachnoid space presents an imme- 
diate and gross threat to life. About a third of the patients will die in the 
attack, and a third of the remainder may die in the next couple of months. 
Of those who survive the period, another fifth will die of a recurrence, and 
half of the survivors are disabled (Walsh, 1957). In round figures little more 
than a third of all patients who have had a subarachnoid hemorrhage will 
survive that hemorrhage or a recurrence of it within a year, and many of 
those will be seriously handicapped. This prognosis refers to all causes and 

all kinds of patients. 

An even greater challenge to the physician is that when the hemorrhage 
is due to rupture of an intracranial aneurysm, which is so in more than 
half the cases, death occurs at an early stage, so that definitive manage- 
ment cannot be delayed. 

CHANGE IN ATTITUDE 

The dramatic catastrophe of subarachnoid hemorrhage used to be met with 
absolute rest and heavy sedation, attention being directed towards lowering 
the blood pressure to limit bleeding. Now the policy is to admit the patient 
to a special unit as soon as the condition is suspected, to try to find the 
cause and to deal with it surgically before the patient’s condition has de- 
teriorated too much. There are three reasons for this change in policy: the 
appallingly high mortality with conservative treatment; secondly, the im- 
proved radiological methods of diagnosis; and thirdly, the availability of 
hypotensive and hypothermal methods of control during operation. 

Percutaneous angiography of the carotid arteries under local anzsthesia 
is now both safe and sure in expert hands, and in The National Hospital, 
Queen Square, the procedure was carried out successfully on nearly a 
thousand occasions last year. Fortunately, only a minority of the recognized 
causes of subarachnoid bleeding involve the basilar system of arteries, so 
that vertebral angiography, which is technically more difficult and usually 
requires general anesthesia need only be used for special problems of diag- 
nosis (Dimsdale and Logue, 1959). In a recent series (McKissock, Paine 
and Walsh, 1958) only three per cent. of intracranial aneurysms were found 


by angiography to arise from the posterior cerebral, basilar or cerebellar 
arteries. Thus a few hours after admission to a special unit the cause of 
the hemorrhage may have been revealed, and an entirely different, dynamic 
approach to the problem of cure be available. 

This tremendous advance in diagnosis of the cause is useless if the cause 
cannot be treated, and neurosurgeons have until the last three years been 
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faced with a bloody morass in trying to reach, let alone handle, an actively 
bleeding aneurysm. First came well-controlled, positive-pressure anzs- 
thesia, then the use of hypotensives controlled by the anzsthetist, and now 
hypothermia. Before the introduction of hypothermia the difficulty had 
been that to lower the blood pressure sufficiently to reduce bleeding to prac- 
tical limits for long enough to allow the surgeon to deal with the lesion 
caused cerebral anzmia, with disastrous results: pareses, dementia or 
death. Hypothermia so reduces the metabolic rate of the brain that blood 
flow through it can be reduced to the minimum required by the surgeon 
for as long as he needs to complete his task, without risk of anoxic Jamage 
to the tissues—a tremendous advance in technique. 

This procedure has now been simplified, and its risks, compared with 
that of extension of the haemorrhage, may for our purposes be ignored. 
The technique adopted differs widely between neurosurgical centres but the 
salient fact is that the systematic surgery of intracranial arteries and veins 
has replaced the frenzied first-aid procedures of a few years ago. ‘The 
physician now has surgical help, but this imposes two obligations upon 
him: to make his diagnosis with all expedition, and to decide on the evidence 
now available what is the best management to institute. 


THE RECOGNITION OF SUBARACHNOID HHMORRHAGE 

The sudden onset in a healthy person of a catastrophe with headache, 
meningism, photophobia, and possibly signs of damage to the nervous 
system needs no comment beyond the diagnostic value of a lumbar punc- 
ture, showing freely admixed blood. A history of migraine through the 
years, of arterial disease, or of the onset of the disaster when straining will 
strengthen the likelihood of subarachnoid hemorrhage, as will lowering of 
consciousness or recent hemorrhages into the optic discs. 

There are, however, many forms of presentation other than that expected. 
There may be hemiplegic symptoms and signs in movement, sensation, or 
vision, caused by intracerebral bleeding before a leak occurs into the sub- 


arachnoid space. Here it is wise to recall the appearance which an aneurysm 


or an angioma presents which is adherent to the brain, and often indents 
it, so that if it does leak or burst it is just as likely to discharge towards the 
brain or brain stem as it is to do so away from it into the cerebrospinal 
fluid. Then there are patients who have a slowly increasing leak over several 
days, or a series of small haemorrhages, giving a history like that of tuber- 
culous meningitis or a cerebral abscess. The patient may then have no 
meningism at all: neither a stiff neck nor Kernig’s sign. 

There are thus plenty of diagnostic pitfalls, but the physician’s first 
problem will be to decide whether or not to do a lumbar puncture. He 
must not make a patient with a cerebral tumour or cerebral abscess worse 
by doing so, but at the same time must not delay the differential diagnosis 
of subarachnoid hemorrhage from meningitis. If there is evidence of 
meningeal irritation a lumbar puncture will be carried out, and blood freely 
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mixed with easily flowing fluid will make the diagnosis certain. Then, and 
in all cases of doubt, the patient will be referred to a special unit. It is 
better to risk the journey in the earlier stages than later, and the patient 
can be reasonably safeguarded by bed-to-bed transport on the same 
stretcher, and sedation (morphine sulphate, } grain (16 mg.), repeated if 
necessary) on the journey. As the policy is to be that no case of sub- 
arachnoid hemorrhage should stay at home, management beyond this stage 
by the family doctor will not be considered. 


THE CAUSES 

In a recent survey Walsh (1957) found the following causes of sub- 
arachnoid bleeding in 461 consecutive patients admitted to the neuro- 
surgical unit of St. George’s Hospital: 

Arterial aneurysm in 54 per cent. 

Arteriovenous malformation in 11.5 per cent. 

Cerebellar or cerebral hemorrhage in 7.5 per cent. 

No lesion shown by angiography in 27 per cent. 
With present diagnostic methods, then, a cause which may be amenable 
to treatment is recognized in three-quarters of the patients; in two-thirds 
this is an aneurysm (usually a berry aneurysm) or a congenital angioma. 

The risk to life is greatest in the older groups of patients with primary 
intracerebral or intracerebellar haemorrhage, but it is also great with con- 
servative methods of management if the cause is a congenital aneurysm, 
and this group of patients is relatively young and potentially healthy. A 
survey of the extensive literature shows that one-half of these will die 
during conservative treatment in hospital, and that the chance of a further 
hemorrhage in the survivors is about even, if the cause is not dealt with. 

Whether the aneurysm is amenable to surgical approach depends upon 
its position, size, shape, the presence of a neck, and its site of origin, as 
well as upon the patient’s age and state. Sometimes, too, the aneurysms 
may be multiple. Less than a tenth arise from the basilar system, and most 
arise from the anterior cerebral arteries, the internal carotid intracranially, 
and the middle cerebral, in that order, so that many are accessible to the 
surgeon through an anterior approach under the frontal lobes. 

The angiomas may be considered separately because, although they are 
particularly likely to cause repeated hemorrhages, the bleeding is usually 
venous, under low pressure, and consequently not so serious as in aneurys- 
mal bleeding. They constitute a continuous threat to life or efficiency, how- 
ever, and, as they are usually found on the convexity of the hemispheres, 
they present a practical challenge to the surgeon with a team expert in 
hypotensive and hypothermal techniques. Unfortunately, they vary greatly 
in size, and many are so enormous that they cannot be removed without 
gross deprivation of function. The group of patients with primary intra- 
medullary haemorrhage include many with arterial hypertension or arterio- 
sclerosis, although some have berry aneurysms, and the policy in them has 
increasingly become to remove as much of the clot as is possible in the 
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hope of dealing with the causal lesion, but obviously they constitute a 
special and technically a most difficult problem. 


RESULTS OF TREATMENT 

The very grave prognosis of subarachnoid bleeding, particularly when it 
is due to an aneurysm, is apparent, and it obviously justifies the most heroic 
attempts at treatment, which is why immediate transfer to a special unit 
is so important. The chance of the first hemorrhage either progressing to 
death or recurring is so high that the cause, as well as the hemorrhage 
itself, must be treated. Therefore surgical intervention is needed, and the 
poor results of a few years ago, or the great variation in results between 
centres is no justification for conservatism. Whereas new techniques may 
make curative operations possible, constant practice and technical modi- 
fication produce a steady improvement in results. That being so, it would 
be foolish today to give any figures of operative mortality or of recovery, 
as if they had any final meaning. It is enough to say that considering all cases 
of subarachnoid hemorrhage, the chance of survival is higher in a good surgical 
unit than in an equally good medical one. The results depend on the causal 
lesion, the state of the patient’s arteries, his age, and the time after the onset 
of bleeding. The prognosis in patients in whom no lesion is found with bi- 
lateral arteriograms (almost a quarter of the total) is good, so that fortunately 
in these cases operation happens to be both impossible and unnecessary. 

The patients with angiomas respond so well to removal of the lesion that 
Paterson and McKissock (1956) conclude that, whenever possible, total ex- 
cision of the angioma is the ideal method of treatment. The aneurysms 
present the greatest variation in site, size, accessibility, and complications 
and they cannot be considered as a homogeneous group but, except in 
patients in deep coma in whom death seems inevitable, the unselected 
results of surgical treatment are better than those of conservative medical 
handling in all groups. As an example, go per cent. of patients ‘in danger of 
dying from the hemorrhage causing admission to hospital’ died, under 
medical treatment in St. George’s Hospital, compared with 65 per cent. 
after operation; whilst 37 per cent. ‘seen within eight weeks of the last bleed 
but not in danger of dying’ from it died under medical treatment compared 
with only 12 per cent. operated upon (McKissock and Walsh, 1956). 

This does not mean that the care of patients with subarachnoid hemor- 
rhage has passed from the physician to the surgeon; it has become the 
responsibility of both, as members of an efficient therapeutic team. 
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THE MANAGEMENT OF 
PARKINSONISM 


By HENRY MILLER, M.D., F.R.C.P., D.P.M. 


Physician in Neurology, The Royal Victoria Infirmary, Newcastle upon Tyne 


THE management of Parkinson’s disease begins with its early diagnosis. 
This is not because therapy is so strikingly effective that its institution is 
urgent, but because the condition is easily missed in its initial stages. 
Indeed, many patients with this disorder labour for varying periods under 
the unjustified imputation of psychoneurosis, and not a few waste time and 
meney on fruitless psychotherapy or even unnecessarily endure the hazards 
of special neurosurgical investigations. 


SOME DIAGNOSTIC PROBLEMS 

Most often the patient’s initial complaint of excessive fatigue is wrongly 
regarded as ‘neurasthenic’, or the frequent increase of tremor seen under 
emotional stress may be invoked to support the suspicion of hysteria. Such 
an attribution is often made in a middle-aged patient with a completely 
uneventful previous psychiatric history, in whom any form of psycho- 
neurotic disablement would be most unusual except as a secondary mani- 
festation of organic disease or psychosis. In the very rigid cases on the 
other hand the immobility and silence of the patient may raise the false 
suspicion of an endogenous depressive illness. A commoner error is to 
attribute the hemiparetic syndrome of initially unilateral Parkinsonism to 
a lesion of the cerebral hemisphere: either a vascular softening or a glioma; 
such an attribution ignores the paradoxically flexor plantar response en- 
countered in striatal hemiparesis. 

It is axiomatic that almost alone among neurological disorders Parkin- 
sonism must be recognized as the patient walks into the consulting room 
if it is not to be missed: systematic examination is less certain to yield the 
correct diagnosis than total clinical impression. A failure to swing the right 
arm as he enters often provides the first clue, even at a stage when the 
characteristic forward-flexed and shuffling gait is not yet manifest. He seats 
himself and rises with a deliberation eloquent of muscular rigidity, sits 
immobile, and strikingly lacks the fidgeting movements of the usual patient 
under scrutiny. A tremulous hand may be concealed in the coat-pocket, a 
shaking foot steadied by slowly uncrossing the legs and placing it on the 
floor. ‘The voice tends to monotony, the face to an inexpressive and some- 
times almost mask-like rigidity, but of all the ‘little signs’ evident on inspec- 
tion infrequent blinking is the most reliable, and it is indeed almost patho- 
gnomonic of Parkinsonism. On examination, persistence of the synchronous 
blinking which accompanies percussion over the bridge of the nose for as 
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long as this is repeated (the so-called ‘glabellar tap’ sign) is evidence of 
Parkinsonism as unequivocal as the later finding of lead-pipe or cog-wheel 
rigidity in an affected limb. 


GENERAL MANAGEMENT 

This disease is an ordeal for the patient and its management a trial to the 
doctor. Steady deterioration over the course of a few years is all but in- 
variable. Therapy is purely symptomatic and of limited efficacy. It should 
be emphasized that the making of the diagnosis does not imply the need 
for immediate drug treatment. Until physical disability becomes appre- 
ciable the doctor may be wise to keep the diagnosis to himself and the 
patient may do better with encouragement, fortified perhaps by the non- 
specific consolation of a little amylobarbitone or ‘drinamyl’. 

Usually within twelve months at the most it will be necessary to intro- 
duce more specific therapy in the form of one or other of the spasmolytic 
preparations. At a somewhat later stage a couple of weeks in hospital may 
usefully furnish an opportunity for the dosage of appropriate spasmolytic 
drugs to be pushed to the limit of tolerance, and if this is accompanied by 
vigorous physiotherapy it will nearly always produce quite dramatic improve- 
ment—unhappily of short-lived duration once the patient has returned 
home. He needs continuous support and persuasion from his doctor to do 
as much as he possibly can; to maintain his interests and social contacts, 
ignoring the embarrassment of his appearance and his rattling tea-cup; to 
resist rather than to acquiesce in the over-protective sympathy of his 
family. A rearrangement of work may help: the cashier is moved from the 
counter to a desk at the back of the bank. The replacement of fly-buttons 
by zip-fasteners, of studs by the buttons of a collar-attached shirt, of a car 
with a manual gearbox by one with automatic transmission—these may all 
help him to keep going for as long as possible. 

Severe depression is not uncommon. Often this is reactive, a natural 
enough development in the circumstances and very resistant to treatment. 
Sometimes, however, it is of endogenous pattern, and more accessible to 
therapy. The trepidation that was felt about prescribing electroconvulsive 
therapy in such circumstances became less with the years, but the truly 
dramatic benefit yielded by imipramine in endogenous depression should 
render this particular dilemma less common than in the recent past. 


DRUGS 

The ever-increasing profusion of drugs marketed for the treatment of 
Parkinsonism is adequate testimony of their limited efficacy. The main 
justification of this profusion is the frequency with which patients claim 
some amelioration of symptoms—usually subjective and all too often 
transient—after any change of treatment. Many drugs diminish rigidity. 
Few have any measurable effect on tremor. 

In most hands benzhexol (‘artane’, ‘pipanol’) is the mainstay of medical 
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treatment. Introduced ten years ago as a rather expensive proprietary drug 
this preparation has won such wide acceptance that it now costs no more 
than the traditional and less stable hyoscine and stramonium mixtures it 
has gradually displaced. Compounded in tablets of 2 and 5 mg., it is usually 
given in amounts varying from 2 mg. two or three times a day to 5 mg. 
three times daily. Many patients become nauseated, dizzy, or mentally 
confused when more than 12 mg. are taken daily. 

The therapeutic effect of benzhexol appears to be potentiated by the 
simultaneous administration of an antihistamine drug: the tendency of 
diphenhydramine (‘benadryl’) to cause drowsiness may preclude its 
routine employment during the day, but one to three 50-mg. tablets are 
often helpful last thing at night. Many patients obtain benefit from the 
stimulant antihistaminic phenindamine (‘thephorin’), of which three to 
eight 25-mg. tablets may be taken daily in divided dosage. 

None of the other synthetic spasmolytic preparations rivals benzhexol in 
popularity, but several are effective and widely used, and any may be com- 
bined with an antihistaminic. There are many patients who swear by one 
particular spasmolytic drug, or who are intolerant of others in effective 
dosage, whilst a change of tablet may in itself be a tonic to the discouraged 
victim. 

Benztropine (‘cogentin’) sometimes causes troublesome dryness of the 
mouth or nausea, and occasionally a skin rash, but it is often useful, and 
is reputed to benefit tremor. Because of its slow excretion it also has the 
advantage that a single morning dose may suffice. Tablets contain 2 mg., 
and dosage should be gradually built up from one half-tablet daily. Pro- 
cyclidine (‘kemadrin’) and ethopropazine (‘lysivane’) are also useful alterna- 
tives to benzhexol. Procyclidine is put up in 5-mg. tablets, and dosage is 
cautiously built up from one half-tablet twice daily: again the occasional 
toxic complications are similar to those of the atropine group of drugs: 
blurred vision, dizziness, and a dry mouth. Ethopropazine occasionally 
causes unpleasant paresthesiz and ataxia in addition to drowsiness, but it 
is usually well tolerated, and some patients claim a favourable effect on 
tremor as well as on rigidity. Four to ten 50-mg. tablets may be taken daily 
in divided doses. Orphenadrine (‘disipal’) is a more recently introduced 
synthetic spasmolytic. An initial dosage of four 5-mg. tablets daily may be 
cautiously doubled. Somewhat euphoriant in effect, it occasionally causes 
dysuria in addition to the usual toxic effects of the group. 

The more traditional remedies have steadily lost ground to these syn- 
thetic preparations, partly no doubt because tablets are so much more con- 
venient to carry than bottles of medicine. The large doses of solanaceous 
drugs at one time fashionable are rarely used today. Hyoscine hydrobromide 
in doses of 1/200 to 1/50 grain (0.3 to 1.2 mg.) three times a day, or 10 to 75 
minims (0.6 to 5 ml.) of tincture of stramonium similarly administered, 
often reduces rigidity, though usually without any appreciable effect on 
tremor, When large doses are used, 4 grain (10 mg.) of pilocarpine nitrate 
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may be needed once or twice daily to prevent troublesome dryness of the 
mouth, and—especially in elderly patients—a daily drop of 0.25 per cent. 
physostigmine solution into each eye may be advisable as a precaution 
against the development of glaucoma. 

The side-effects of spasmolytic drugs are indeed usually the limiting 
factor in dosage and they often determine the choice of drug for a par- 
ticular patient. Sometimes drug-induced drowsiness can be dissipated by 
the simultaneous administration of amphetamine, or nausea by chlor- 
promazine, but often the patient who has been carefully stabilized on an 
elaborate therapeutic routine in hospital returns a few weeks later claiming 
improvement after having adjusted his intake to almost nominal levels. 

I have tried all the preparations mentioned in many cases. None is entirely 
satisfactory and individual response is highly variable. In most cases a 
combination of benzhexol and phenindamine is as effective as any other 
routine, and less toxic than most. 


SURGERY 
A very few years ago it was possible to dismiss the surgical treatment of 
Parkinson’s disease with a cursory mention. Neither anterolateral spinal 
tractotomy, transventricular division of the anterior limb of the internal 
capsule, extirpation of the caudate nucleus, ligation of the anterior choroidal 
artery, nor ablation of varying amounts of motor and pre-motor cortex 
seemed likely to merit general application, whilst their hazards were self- 
evident. Cortical excisions especially carried the risk of adding traumatic 
epilepsy to the patient’s difficulties. It is no exaggeration to say that this 
situation has been transformed by the development of stereotaxic methods 
which permit a discrete destructive lesion to be placed with uncanny 
accuracy in any part of the corpus striatum. This technique was introduced 
in animal experimentation at the turn of the century by Horsley and Clarke, 
but its employment in clinical surgery is a matter of the last few years. 
During this period a number of instruments of varying complexity have 
been devised for use in Parkinsonism and in other less common disorders 
characterized by involuntary movements. ‘The capacity to benefit tremor as 
well as rigidity is indeed the signal advantage of surgical over medical 
therapy in this disorder. 

The operation is usually carried out under local anzsthesia. A fine elec- 
trode point or some similar device is introduced into the brain through a 
burr-hole in the right-hand side of the skull, and carefully positioned with 
the help of three-dimensional radioscopy. A metal framework firmly 
attached to the patient’s skull, and the dark outline of the air-filled ventri- 
cular system, provide a basis of anatomical reference. The immediate 
cessation of hetero-lateral tremor when a stimulating current is passed 
through the ‘target point’, and its re-establishment the moment the circuit 
is broken, furnish one of the most dramatic and most unexpected phe- 
nomena of contemporary medicine. 
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Some of the observations made on living patients during the course of 
stereotaxic operations are at variance with orthodox neurophysiological 
formulations, and the predicament of the medical scientist charged with 
writing a topical chapter on the function of the corpus striatum is an un- 
enviable one. The paradox that both ‘stimulation’ and extirpation of the 
same part of the striatum are equally effective in relieving tremor can be 
explained on the basis that the former produces depolarization of the cell- 
membrane, but the reader of the classical literature on the functions of the 
basal ganglia will find himself less well prepared for the finding that sur- 
gical lesions of the ventro-medial nucleus of the thalamus are more reliably 
effective in controlling the involuntary movements of Parkinson’s disease 
than those involving the globus pallidus itself. 

Whatever neurophysiological rationale is finally developed to account for 
the surgeon’s success, it is now clear that in suitable selected cases of 
Parkinson’s disease, of whatever causation, tremor and rigidity in the limbs 
on the opposite side of the body can be either completely abolished or 
greatly diminished without inducing troublesome weakness, neurological 
signs of damage to the pyramidal tract, or emotional or intellectual change. 
The mortality of the operation in expert hands is not more than 3 per cent., 
and complicating hemiplegia presents an approximately equal risk. 

The crux of the matter, of course, is the selection of suitable patients. 
It is unlikely that anybody over 65 years of age should be submitted to 
this form of treatment, and there are few who can be regarded as fit over 
the age of sixty. Gross arteriosclerosis or hypertension, signs of diffuse brain 
disease or mental deterioration, and marked involvement of mid-line struc- 
tures evident in pronounced dysphagia or dysarthria are all contraindica- 
tions. The ideal patient is the otherwise healthy person disabled by unilateral 
disease or by disease which is much more marked on one side of the body 
than the other. On the other hand, the young patient who may be severely 
embarrassed by a gross unilateral tremor may be vastly benefited by surgery 
even before incapacity becomes pronounced, whilst some patients severely 
disabled by bilateral disease may be greatly helped by an operation which 
improves function on one side of the body. Bilateral operations have not 
been performed on a sufficiently large number of patients to permit full 
assessment. They should be avoided in elderly patients and should in any 
case be separated by an interval of at least six months. 

It seems possible that the production of discrete destructive lesions in 
the substance of the brain by ultrasonic waves or the proton beam may 
replace the present practice of chemical or electrical coagulation. Such a 
method has the advantage of permitting a reversible trial lesion, but the 
technical difficulties still to be overcome are considerable. 
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THERE are good prospects that paralytic poliomyelitis will soon be a disease 
of the past. When this occurs emphasis will move to infections with intes- 
tinal viruses, such as the Coxsackie and ECHO groups which are now being 
increasingly recognized. ‘There are so many enteroviruses which may cause 
meningeal symptoms with a mild lymphocytic meningitis that some coun- 
tries are giving up the notification of non-paralytic cases of poliomyelitis, 
as the diagnosis of this form of disease is too uncertain, and unfortunately 
virological facilities at present available may be unhelpful in establishing 
the virus responsible. Many of these enteroviruses can cause a meningo- 
encephalomyelitis, sometimes with paralysis, and the clinical picture then 
closely resembles poliomyelitis. 

Within the space of our article we can do no more than refer briefly to 
some of the problems which may face the general practitioner in connexion 
with this type of acute infection of the nervous system, His responsibilities 
have increased considerably in recent decades, owing to the fact that 
effective curative treatment has become available for many infections for 
which treatment was previously of little avail, and in many of these instances 
modern methods of treatment are only fully effective if used early in the 
course of the infection. There is therefore a special responsibility for every 
effort being made to ensure early recognition of infections of the nervous 
system. 

CLINICAL FEATURES 
The cardinal symptoms and signs of infections of the central nervous 
system are: 


(1) Pain in the head, neck or back. 


(2) Vomiting, photophobia, restlessness. 


(3) Fever, neck rigidity and Kernig’s sign. 

(4) A great variety of focal signs such as ocular palsies, nystagmus, 
ataxia, tremor, titubation, sensory disturbance and upper or lower 
motor neurone palsies. 

(5) Disturbance of consciousness. 

The distribution of these signs depends in the first place upon whether the 
infection affects chiefly the meninges or the brain and spinal cord. Thus, 
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in meningitis pain in the head and spine, with rigidity, is especially promi- 
nent. In the recognition of such dangerous conditions it is worth empha- 
sizing that mental confusion or disturbance of consciousness, when present, 
are most important symptoms of intracranial infection. Indeed, in cases of 
acute meningitis a severe confusional state may so dominate the clinical 
picture as to lead to grave errors in diagnosis. In bacterial meningitis, how- 
ever, the diagnosis can often be made before mental confusion develops, 
and the prognosis is very much better when treatment can be started at 
this stage. 

Acute poliomyelitis may shew all the signs of intracranial or spinal 
infections, and yet there are sometimes clinical features which are distinc- 
tive. In particular the general condition of the patient developing polio- 
myelitis is often remarkably good, so that even the expert sometimes finds 
it hardly credible when disastrous paralysis supervenes at a time when the 
patient’s general condition is so satisfactory. Thus, the patient developing 
poliomyelitis is usually fully conscious and alert, but commonly complains 
of pain, which may be slight but is sometimes extremely severe. This pain 
is often referred to some level of the spine such as the back of the neck, 
the mid-scapular region or the sacrum, and has a curious tendency to be 
severe in one level of the spine on one day and another level on another. 
Other sensations which are highly characteristic include girdle pain, often 
on one side of the trunk or abdomen, and parasthesiz in segmental areas 
over the chest or thighs. There is often widespread limb and muscle tender- 
ness, with discomfort on moving the limbs or trunk in any way. 

On examination the characteristic signs of meningeal irritation are to be 
found, a moderate or severe degree of neck rigidity being especially common, 
and flickering movements in muscles (fasciculation) may be observed. 
Paralysis may first occur in any voluntary muscle, but often begins in the 
lower limbs. When they are severely affected urinary retention is common. 
Difficulty with swallowing or breathing are extremely important and 
must be recognized as soon as possible. The main muscle groups of all 
four limbs, trunk and cranial nerves can be examined for obvious paresis 
in the space of about two minutes in a cooperative patient (Russell, 1956), 
and this investigation can be made repeatedly during the day without 
causing fatigue. In the fretful child passive movements of the limbs make 
it obvious by the absence of resistance in certain directions that some 
muscles are paretic or paralysed, while the opposing muscles are often con- 
tracted and sensitive to stretch: the so-called ‘muscle spasm’. 

It is surprising how often neither the patient nor his doctor appreciates 
the fact that certain muscle groups have become paralysed. In these 
instances the significance of difficulty in turning over in bed or in trying 
to stand up may be overlooked. Much more serious, however, is a failure 
to realize that a child who refuses food or drink may be frightened of 
choking owing to throat paralysis, or to appreciate that a patient who is 
behaving hysterically and breathing fast has, in fact, developed severe 
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weakness of the muscles of respiration. It is not possible here to discuss 
all the clinical problems which may arise, but two simple tests are useful. 
If respiratory difficulty is suspected the patient is asked to take a deep 
breath and count out loud and distinctly. If he can count with one big 
breath to over fifty or sixty there is little respiratory weakness; if he can 
only count to fifteen, or less, he is already in need of artificial respiration. 
If throat paralysis is suspected, the patient should sip water while the 
practitioner listens with a stethoscope over the larynx. The normal person 
requires only one swallowing movement for each sip, but the patient with 
incipient throat paralysis may make three or four efforts, and then start 
to cough. 


ADMISSION TO HOSPITAL 
Acute meningitis of all kinds demands urgent hospital treatment, and any 
patient in whom this diagnosis is even a possibility should be admitted to 


hospital at once. 

The principal diagnostic test, usually carried out in hospital, is lumbar 
puncture. The suggestion has sometimes been made that lumbar puncture 
is undesirable in poliomyelitis, but there is no satisfactory evidence to sub- 
stantiate this. On the other hand, great risks are run if lumbar puncture is 
omitted in cases in which there is an indication for it. When the diagnosis 
of paralytic poliomyelitis is quite certain there is nothing to be gained by 
examination of the cerebrospinal fluid, but in many instances lumbar punc- 
ture is absolutely essential to exclude, or to recognize, other types of 
meningitis. It must never be withheld or delayed when a pyogenic or 
tuberculous meningitis is even a remote possibility. 

Occasionally the spinal pain in poliomyelitis is so severe and localized 
that the dangerous osteomyelitis of the spine has to be considered in the 
differential diagnosis, and this latter condition, of course, requires surgical 
treatment urgently if the spinal cord is to be saved from destruction. 

No drug has been found which interferes with the course of the disease 
after the meningeal stage (major illness) of poliomyelitis has started, but 
the chances of nerve cells surviving are considerably better if the patient 
remains strictly at rest. ‘This may be very difficult if pains are unbearable, 
and local hot applications and analgesics should be used unhesitatingly to 
control the restlessness. If there is any suspicion of weakness of breathing, 
drugs which depress respiration must be used with great caution. Bar- 
biturates are especially dangerous in either acute or chronic poliomyelitis 
if there is respiratory involvement, because the patient’s sleeplessness may 
be due to his inability to breathe adequately without a conscious effort. In 
these circumstances if the barbiturate makes him sleep he may die. 


LIFE-THREATENING CASES 
One of the most gratifying features of the treatment of poliomyelitis in the 
past ten years has been that improved methods have reduced the case- 
fatality rate for paralyti¢ cases to about one-third of what it was fifteen 
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years ago. ‘I'he first requirement is to recognize the life-threatening cases, 
and the general practitioner has a special responsibility here: too many 
patients are admitted in extremis whose life could have been saved if the 
danger signs had been recognized earlier. The patient with weakness of the 
pharynx quickly develops a pool of secretions in the throat, and the prac- 
titioner should immediately place such a patient in the prone or semi-prone 
position so that secretions or vomit will run safely from the mouth. Paralysis 
may be overlooked if, as sometimes occurs in very serious cases, there is 
also unconsciousness, but secretions in the throat of a patient unconscious 
from any cause demand that he be turned into the prone position. This 
face-down posture must be maintained during transport to hospital and 
also within the hospital. If, on the other hand, the patient’s breathing be- 
comes weak without paralysis of the throat, artificial respiration must be 
provided early in order to rest the weakened muscles, and in doubtful cases 
the patient is nursed in hospital on the stretcher of the ‘iron lung’, and 
given short periods of assisted respiration in order to adjust the collars and 
other fittings and to accustom the patient to the iron lung. 

When both the throat and breathing are paralysed a very dangerous 
situation arises, for artificial respiration by the iron lung becomes unsafe 
owing to the danger of secretions being forcibly inhaled. The modern treat- 
ment of these patients is to do a tracheotomy and to insert a cuffed rubber 
tracheotomy tube, through which artificial respiration may be given by 
pumping air into the lungs by intermittent positive pressure respiration 
(1.P.P.R.). This method also provides a method of saving life in conditions 
such as acute infective polyneuritis (Landry’s paralysis), barbiturate poison- 
ing, myasthenia gravis, chest disorders, botulism, and tetanus under treat- 
ment with curare. 

Many of these techpiques can only be provided by a special unit for 
artificial respiration, at least one of which is available in each hospital 
region in Britain. It is important that all doctors should realize that patients 
with dangerous types of poliomyelitis are now treated with confidence, and 
are usually expected to survive if they reach a special unit in good con- 
dition. On the journey to hospital, however, the patient with paralysis of 
swallowing may inhale vomit, and the patient with weak respiration may 
develop respiratory failure. In either case the result is likely to be fatal. 
To overcome these special dangers units for artificial respiration are pre- 
pared to send at short notice an anesthetist with appropriate equipment 
to supervise the transport of these patients to hospital. 


TREATMENT AT HOMIE 
It is inevitable that some cases of non-paralytic poliomyelitis will remain 
at home, for some will have little or no recognizable illness and others will 
have only indefinite meningeal signs. Because of the possibility that mild 
meningeal cases are due to poliomyelitis it is best to treat them with strict 
rest in bed until all symptoms and fever have subsided. 
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Such patients, although their symptoms are slight, may be excreting 
virus in the stools, and close contacts also are likely to be excreting virus 
even though they are symptom free. The extent to which such a household 
should be isolated in quarantine is much debated. In the middle of a local 
outbreak attempts to isolate the family are of little value, but at other times 
extra precautions should be taken in consultation with the medical officer 
of health. Contacts should be particularly careful as regards washing hands 
and handling food. 

In some patients, especially in small children, the paralysis of polio- 
myelitis is the presenting feature of the disease. Either the premonitory 
symptoms have been slight or else a robust personality or an uncommuni- 
cative child has said nothing about them. In such cases the paralysis is often 
strictly localized and has stopped spreading when the patient is first seen. 
Many will prefer to treat the child at home with periodic visits to an out- 
patient department rather than submit him to the trauma of being admitted 
to hospital. In this connexion, and also in connexion with patients dis- 
charged from hospital, it may be helpful to refer to some modern ideas of 
how to deal with paralysed muscles, whether in poliomyelitis or other 


conditions. 

In the first place we may discard the old idea that the paralysed muscles 
should be splinted continuously in a relaxed position. Indeed, splints of 
most kind are better avoided in the acute stage of poliomyelitis and should 
be replaced by gentle passive movements of the limbs for two or three 
minutes every two or three hours, and by a complete change of position 


in bed every two hours. Some muscle groups tend to shorten and the gentle 
stretching movements and posturing of the limbs should be planned to 
stretch these gently and repeatedly. A physiotherapist should instruct the 
mother or nurse regarding passive movements and supported postures 
which are designed to prevent deformities from developing. The change of 
posture in bed every two hours is especially valuable in preventing con- 
tractures and the deforming tendencies of muscular imbalance when the 
trunk muscles are involved. The positions in bed include the prone, the 
right and left lateral, and the right and left semi-prone positions. 

Asymmetrical paresis of trunk muscles is a special anxiety in young 
children, for a tendency to scoliosis develops rapidly, and once this starts 
the effect of gravity, even in the sitting position, soon pushes the body into 
an uncontrollable deformity. In such circumstances the sitting posture be- 
comes dangerous even with corsets, and the handling of these cases becomes 
very complicated. In older children and adults, spinal fusion operations 
should be done before the deformities become marked. 


rHE LONG-TERM PATIENT 
A patient who returns home partially disabled with poliomyelitis presents 
a series of problems for the doctor, which call for endless thought and 
ingenuity. Theoretically the hospital with the help of the local authority 
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should ensure adequate living arrangements, but these often leave much to 
be desired and the doctor should take up the cudgels on behalf of the 
patient. The amount of permanent disability is usually very obvious after 
a year or so, and the relatives and patient must slowly accept the inevitable, 
and be encouraged to devise every sort of trick to overcome the disability. 
Many organizations make a special study of aids for the disabled, and the 
doctor can do much to see that they are fully exploited. In addition he must 
keep an eye on postures and habits which aggravate deformities. Thus, the 
type of chair which is used on air liners is very helpful for supporting weak 
backs, and every child with some trunk or lower limb weakness should have 
periods of prone lying every day, with the limbs and the spine carefully 
postured. 

These are but examples of the type of supervision after returning home 
which is all too often neglected. Progressive deformities can be prevented, 
but there is no cure for the severe spinal deformity once it has developed. 
There is often a conflict between the risk of progressive deformities and 
the needs of the child’s education. This may cause serious problems for 
all, and often the parents and relatives need as much guidance as the patient. 
Fortunately the personality of the paralysed patient is often remarkably 
robust. 


IMMUNIZATION 
No account of the treatment of poliomyelitis is complete without consider- 
ing the preventive aspect. Vaccination with injections of Salk-type killed 


virus seems to provide about 70 per cent. protection at least for a few years, 
and probably modifies the severity of any cases which occur among the 
vaccinated. Family and other close contacts of patients with clinical polio- 
myelitis often ask for vaccination. It is then too late to induce immunity 
against infection derived from the patient, but vaccination in these circum- 
stances is not harmful and the opportunity should be taken to immunize 
as many people as possible. Adults should not be omitted, for although 
they are less commonly affected they are more likely to have severe paralysis. 
An alternative method of immunization is with the live attenuated virus 
given by mouth. A number of trials have been conducted with live virus 
vaccine, and Russian authorities, having given Sabin’s strains to 12,000,000 
people, now accept it as both safe and effective. It may well therefore 
become the standard form of vaccination before long, and so enhance the 
already promising prospects for eliminating this dangerous disease. 


Reference 
Russell, W. Ritchie (1956): ‘ Poliomyelitis,’ 2nd ed. London, 





THE SURGERY OF NERVE INJURIES 
By H. J. SEDDON, C.M.G., D.M., F.R.CS. 


Clinical Director, Royal National Orthopedic Hospital; Director, Institute of 
Orthopeedics 


THE combatant with a nerve injury has, on the whole, been better treated 
than the civilian. There are several reasons for this. Nerve injuries are a 
frequent consequence of war wounds and, because a fairly high degree of 
skill is required in their management, they were dealt with on an organized 
basis in both World Wars. In peace time they are only occasional events; 
even a surgeon specially interested in injuries of the limbs does not see more 
than a small number of cases in the course of a year. The nerve injury lacks 
the element of gravity and urgency that distinguishes some of the other 
surgical disorders of the nervous system, such as tumours of the brain or 
spinal cord, which are referred without question to centres organized and 
equipped to deal with them. Thus, under normal conditions, there is a good 
deal of dilettantism in the treatment of nerve injuries. 

Some of the errors that bedevil this small field of surgery will now be 
considered. 

FAILURE IN DIAGNOSIS 

The more gross paralyses—those of the brachial plexus, the radial nerve, 
the sciatic and the lateral popliteal—are usually recognized. Those com- 
monly missed are paralysis of the median, the ulnar and the posterior 
interosseous nerves. There are reasons, though perhaps not excuses, for this. 
When a patient has been injured at the wrist he is unlikely to make any 
complaint at first that is referable either to the median or to the ulnar nerve. 
Examination of the thenar muscles may fail to reveal any paralysis—which 
suggests that the median nerve is intact—though it may have been forgotten 
that in three patients out of four one at least of the thenar muscles, the flexor 
pollicis brevis, is innervated by the ulnar nerve. Injury of the median 
nerve is therefore likely to be overlooked unless sensibility at the tip of the 
thumb and the index is deliberately tested. The loss of lateral spreading 
of the fingers, due to paralysis of their intrinsic muscles, is the most certain 
indication of damage to the ulnar nerve but it must be deliberately looked 
for. The patient will not draw attention to it—at first. Loss of sensibility 
in the little finger is a valuable confirmatory sign. Whereas radial paralysis 
is immediately apparent the preservation of action in the radial extensors of 
the wrist may obscure the fact that the posterior interosseous nerve has been 
damaged. Loss of extension of the fingers and thumb must be looked for. 


DELAY IN TREATMENT 
Even when the presence of a nerve injury has been recognized there is often 
an unduly long interval before the question of exploration is seriously 
considered. This applies to the upper rather than to the lower limb, which is 
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particularly unfortunate kecause the functional and econémic consequences 
of nerve injury in the upper limb are the more serious. There are certain 
traps in the path of the unwary clinician. Loss of sensibility due, say, to 
paralysis of the median or ulnar nerve has been recognized. An accurate 
note has been made of its extent. A few weeks later re-examination shows 
shrinkage of the area of sensory loss and this may be taken as a sign of 
recovery. But this is a constant phenomenon; nerve fibres always spread 
from the adjacent innervated zone into the border of the denervated area, 
as can easily be proved by blocking the normal neighbouring nerve trunks 
with a local anesthetic. In the case of the median nerve activity in one 
or more of the thenar muscles may be interpreted as a sign of regeneration; 
it may have been overlooked that, because they are supplied by the ulnar 
nerve, these muscles were no less active immediately after the injury. 
In total radial paralysis it is commonly found that the terminal phalanx of 
the thumb is extended quite strongly, and this may be taken as a harbinger 
of recovery. But this is due to the action of the abductor pollicis brevis 
which often sends a small slip on to the extensor surface of the thumb and 
so extends its terminal phalanx. 


rHE HARMFUL EFFECTS OF DELAY 
It is pertinent to ask whether any harm results from delay in repairing a 
nerve. This question was studied in great detail during the last war and it 
must be confessed straightaway that there is no clinical evidence that delay 
of up to six months before repair of a nerve had an appreciably adverse 
effect. After six months the quality of recovery falls off progressively. All 
the evidence, both experimental and clinical, reveals a relentless progression 
of noxious changes in the nerve and in the tissue it supplies. 

When a nerve is sutured the cellular bridge that unites the stumps is 
formed by Schwann cells that grow out more particularly from the distal 
stump. These cells, which form the essential structure for the conduction 
of the outgrowing fibres from the centre to the periphery, are most active 
a few weeks after nerve injury; their powers of multiplication then decline 
steadily. As Wallerian degeneration progresses in the distal stump its 
diameter diminishes owing to the absorption of the nerve fibres and their 
myelin sheaths. But, apart from the obvious consequence of this removal of 
substance, there is subsequently a progressive shrinkage of the empty 
Schwann tubes. Ultimately this shrinkage becomes irreversible so that when 
fibres do at last grow into the tubes they are unable to distend them to a 
degree necessary for the proper functioning of the newly formed fibres. 
The shrinkage of the distal stump is embarrassing to the surgeon, too, 
because it prevents him from making a satisfactory union between nerve- 
ends of grossly disparate diameter. 

Some very depressing changes take place in denervated muscle. The most 
vital end-organs, the motor end-plates, gradually disappear; if re-innervation 
takes place after a long interval, new motor end-plates have to form and, 
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if their histological appearance is any guide, second-hand ones are not 
as good as the originals. Denervated muscle fibres waste very rapidly and 
with this there is a proliferation of collagen (fibrous tissue) between the 
fibres. Ultimately, this interstitial tissue may effectively prevent regenerating 
nerve fibres from ever making contact with the muscle fibres; thus, true 
re-innervation of the muscle does not occur. 


THE IGNIS FATUUS OF PRIMARY SUTURE 

If delay is harmful then it would be reasonable to suppose that primary 
suture is the ideal. This emerged as a firm conclusion after the 1914-18 War 
when the discouraging results of long-delayed nerve repair were only too 
apparent. At that time chronic sepsis was the bugbear. In the laboratory, 
where it is easy to establish ideal conditions, primary nerve repair is 
followed by regeneration of the highest possible quality. But in the 
injuries of everyday life a nerve is not often severed by a clean sharp 
instrument and with experimental precision. There is usually some intra- 
neural damage on each side of the line of severance and, almost inevitably, 
the surrounding tissues are damaged. At the time of injury it is wellnigh 
impossible to recognize the extent of this intraneural damage and resection 
of the frayed ends of the divided nerve is bound to be a hit or miss affair. 
Primary suture is too often followed by dense intraneural scarring on both 
sides of the suture line, and this scar forms a most effective barrier to 
regeneration. Furthermore, the epineurium is normally a thin structure in all 
nerves except the sciatic and it holds sutures badly. If the divided nerve is 
left alone for four to six weeks the extent of the intraneural damage is 
easily identified. It can be felt as a zone of induration; when a nerve-stump is 
sliced transversely it can be seen as a mosaic of scar tissue. By this time, 
too, the epineurium will have thickened and toughened to a remarkable 
degree and is then in excellent condition for suturing. The scarring that 
takes place around the nerve cannot be ignored either. If primary suture 
has been carried out the line of repair sometimes becomes glued to the 
surrounding structures. The neighbouring joint will, of necessity, have been 
flexed in order to permit approximation of the nerve-ends, and when 
extension of the joint is permitted partial separation at the suture line often 
occurs, with the formation of a tender neuroma on the proximal stump. 
By contrast, when secondary suture is performed, the nerve can be 
adequately mobilized, so that most of the necessary joint flexion may be 
remote from the site of suture. This applies particularly to injuries at the 
wrist, when the elbow rather than the wrist should be flexed. The scar 
tissue at the site of injury is easily recognizable and can be removed. Thus, 
repair can be carried out in a field of operation where conditions are under 
the surgeon’s control. 

It is undeniable that good results are sometimes seen after primary suture; 
but they are accidental. It might be suggested that primary suture should 
be done whenever possible and secondary suture carried out in the cases 
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which subsequently fail to give satisfactory evidence of regeneration. If this 
is done precious time will have been lost because it is at least six months 
after a wrist injury, and longer in more proximal situations, before the result 
of a nerve suture is apparent. 

There are two exceptions to this advocacy of secondary suture. In the 
rare event of a nerve being severed during the course of an operation 
primary repair should be carried out; the injury is not of the kind that 
produces more than a little intraneural damage. Primary repair of injuries 
of the digital nerves is justifiable too, if the injury has been produced by 
a sharp instrument. Secondary repair can be most difficult. Furthermore, 
recovery should be apparent within two to three months and there is 
therefore time in hand for the successful performance of secondary suture 
as soon as it becomes manifest that the primary operation has failed. 

It will be recalled that the rate of regeneration is a millimetre a day, 
roughly an inch a month, and this is a good guide to the time when signs of 
recovery should appear. 

Although nerves may be injured in many ways, only three varieties are 
commonly encountered in civilian practice: the open wound, injury caused 
by a fracture, and injury by traction. 


NERVE INJURIES CAUSED BY OPEN WOUNDS 

These occur most commonly at the wrist and the agent is usually broken 
glass. Tendons are often severed as well. If examination reveals that a 
nerve alone has been injured the aim should be to close the wound as quickly 
and neatly as possible so as to prepare the way for early secondary nerve 
suture. Should the nerve-ends be visible they should be approximated 
without trimming so as to prevent the retraction that would otherwise 
increase the gap to be closed when formal repair of the nerve is undertaken. 
But if the nerve-ends are not seen no search should be made for them. 

It is possible that, although there is complete paralysis, the nerve has not 
in fact been divided. This is the condition that has been called axonotmesis, 
a rupture of the nerve fibres within their sheaths, which is followed by 
spontaneous regeneration—usually of excellent quality because the nerve 
fibres grow down their proper Schwann tubes. Unfortunately there is no 
clinical difference whatever between paralysis produced by division of a 
nerve and axonotmesis; nor is there any difference on electrical examination. 
One can, of course, wait for signs of regeneration to appear but, if the nerve 
has in fact been severed, several months will have been wasted. 

It has been established that nerve repair is required in about half the 
cases in which the injury has been caused by a penetrating wound. From 
this it follows that the exact diagnosis—essential for rational treatment 
can be made at a favourable time only by exploration. It is far better to 
expose and inspect a damaged nerve than to wait. It is even justifiable to 
make a diagnostic exploration when the clinical signs indicate partial 
interruption. It may be found, for example, that a patient with a small 
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wound just proximal to the pisiform bone exhibits only motor paralysis of 
the ulnar nerve. Diagnostic exploration often reveals an intact sensory 
division and complete severance of the motor half of the nerve. 

A combined injury of nerves and tendons at the wrist is a serious affair. 
If the wound is apparently clean and if not more than six hours have 
elapsed since the time of injury, the proper treatment is primary repair of 
the tendons and simple approximation of the nerve or nerves. As soon as 
the tendons are acting well, which should be six to eight weeks after the 
injury and repair, secondary nerve suture may be carried out. Both the 
median and ulnar nerves lie on the surface of the bundle of digital tendons 
and the latter need not be disturbed at all at the second operation. 

Highly destructive open wounds sometimes result from industrial 
accidents and are occasionally caused by shot-guns. These wounds present 
the same grave problems as war wounds and it is not possible to discuss 
their treatment here, but one important point must be made. If there has 
been loss of skin the presence of a nerve injury makes it all the more 
imperative that the defect should be made good at the earliest possible 
moment so as to minimize the delay before the nerve is explored. 


NERVE INJURIES CAUSED BY FRACTURES 

The commonest example of this type of injury is the fracture of the mid- 
shaft of the humerus which has damaged the radial nerve. Whereas there 
is an even chance that a nerve has been severed where the injury is a 
penetrating wound, the odds are about eight to one in favour of an injury 
in continuity (axonotmesis) where a nerve has been crushed by fracture of a 
neighbouring bone. If the fracture is open it makes no difference; the 
wound is associated with the fracture, not the nerve injury. Thus, there is a 
strong presumption that good spontaneous recovery will occur, and corre- 
spondingly less justification for diagnostic exploration. Furthermore, the 
presence of the fracture adds an element of hazard to the operation; the 
nerve may be further damaged. The fracture should be treated first. If there 
is an open wound and the nerve is seen the subsequent treatment is evident. 

How can we determine when, if at all, it is proper to contemplate explora- 
tion of the nerve? A simple calculation provides the answer. The level 
of the fracture is known; so also is the level of the point of entry of the most 
proximal of the motor branches of the radial nerve—it enters the brachio- 
radialis just at the elbow. The distance between these points is measured 
on the radiograph, preferably in centimetres. If it is 12 centimetres then, 
clearly, no recovery can be expected in the brachioradialis in less than 120 
days. If, say, 20 days after that time, there is still no sign of recovery (and 
here electromyography can give useful information in advance of clinical 
evidence of re-innervation) exploration should be performed. By this time 
the fracture will usually have united sufficiently to permit complete removal 
of the plaster and the performance of an operation in which the surgeon 
can devote all his attention to the state of the damaged nerve. 
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TRACTION INJURIES 

These are the most disheartening of all nerve injuries. The crash helmet 
has done much to reduce the incidence of head injuries in the motorcyclist, 
but there is nothing to protect his shoulders and we are all too familiar 
with the ardent young man, barely of age, who, as a result of a road accident, 
suffers partial or total paralysis of the arm. Similar injuries occur less often 
in the lower limbs; the sciatic nerve may suffer by traction when the hip is 
dislocated and the lateral popliteal nerve may be injured by forcible 
adduction of the knee. 

Traction injuries differ from those caused by penetrating wounds or by 
fractures in being much more diffuse. Stretching a nerve causes fibres to 
rupture at many points; the intraneural vessels are torn, too, and the total 
extent of the lesion may be six or more inches. It is immaterial whether or 
not the nerve has ruptured; the longitudinal extent of the damage will be the 
same. Brachial plexus injuries are often peculiarly vicious in that the nerve 
roots may be torn away from the spinal cord. They have been seen rolled 
up in an irregular mass just above the clavicle. The nature of these injuries 
is such as to preclude surgical repair in all but the rarest circumstances. 
Recovery is therefore seen only in cases of mild or moderately severe 
injury in which the intraneural scarring is not severe enough to prevent 
spontaneous regeneration. 

Fractures sometimes occur in association with traction injuries but they 
are incidental. In damage to the brachial plexus the clavicle may be broken 
and the transverse processes of the lower cervical vertebra may be avulsed. 
An adduction injury of the knee may damage the head of the fibula but the 
fracture per se has nothing to do with the nerve injury. Sometimes there is 
clear clinical evidence of nerve injury proximal to the site of the fracture. 
A patient with an injury of the brachial plexus may have broken the clavicle 
or suffered a fracture-dislocation of the shoulder, but there may be paralysis 
of the cervical sympathetic (Horner’s syndrome), a sure indication that the 
nerve injury goes as high as the intervertebral foramina. 

These unfortunate patients must be treated conservatively. Yet even this 
policy, forced on us by the nature of the lesion, may cause the patient 
quite unnecessary hardship. If the nerve has been ruptured as a result of 
great violence, then conservative treatment is a waste of time and it is better 


to embark without delay on such reconstructive measures as are available. 
A good example of this is the traction injury of the lateral popliteal nerve 
at the knee. 


The nerve should certainly be explored. This can be done immediately if operation 
is required for repair of the lateral ligament of the knee. Otherwise it is postponed 
until treatment of the knee has been completed. If a total rupture is revealed there 
is no point in continuing with conservative treatment and the patient should either be 
fitted with a toe-raising spring or be treated by anterior transplantation of the tibialis 
posterior. If the nerve is in continuity some recovery may occur. 


It is justifiable to explore the brachial plexus for the same reason but, 
fortunately, there is another method by which a distinction can be made 
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between one very serious form of damage and others that may be less serious. 
If the brunt of the injury falls on the nerve roots as they emerge from the 
cord then the posterior root ganglia will be distal to the lesion. The prognosis 
is then extremely bad. The peripheral connexions of the posterior root 
ganglion cells will be intact and it is possible to recognize this by certain 
simple tests that have been devised by Bonney which depend on the 
demonstration of cutaneous axon reflexes. If these tests show that the 
posterior root ganglia are distal to the lesion then no exploration of the 
plexus is required in order to prove the futility of conservative treatment. 


THE RESULTS OF REPAIR OF VARIOUS NERVES 

In general it is worth while repairing a localized lesion of any major nerve 
that has been permanently interrupted. There are, however, two exceptions 
to this. Injuries to the brachial plexus caused by penetrating wounds gave 
such extremely poor results during the war that the conclusion finally reached 
was that the only part of the plexus worth repairing was the C5-6 trunk. 
Suture of the lateral popliteal nerve is worth while only if a very good 
result is obtained, permitting the patient to lift his foot strongly against 
gravity and so to walk without any supporting apparatus. No repair of the 
lateral popliteal is worth undertaking unless the lesion is near the knee, of 
recent occurrence, and very limited extent. 

The posterior interosseous nerve has a bad reputation and it is commonly 
supposed that tendon transplantation should always be carried out. This 
is wrong; it is a purely motor nerve, suture is sometimes surprisingly easy 
and the result obtained can be very good. 


FACTORS AFFECTING THE RESULTS OF REPAIR 
Delay between injury and repair.—Delay of up to six months is unimportant. 


After six months the quality of recovery declines, until finally a time comes 


when it is no longer worth contemplating repair. ‘This critical delay, as it is 
called, varies with the level of the injury, the more proximal the wound the 
shorter the period. The average critical delay is about sixteen months for 
an injury at the mid-point of the arm and rather less in the leg. For a more 
proximal wound five months should be subtracted; for a more distal wound 
a few months should be added. The critical delay is longer in children than 
in adults. 

Level of the lesion.—The more proximal the lesion the worse the prog- 
nosis, though only with an injury involving the middle and lower cords of 
the brachial plexus is it so poor as not to warrant operation. 

The extent of the gap in the nerve.—In several situations it is possible to 
close extensive gaps—up to 16 cm.—but the larger the loss of substance in 
the nerve the worse the ultimate result. For each nerve there is a critical 
resection of length and for the larger gaps the only available remedy is auto- 
genous nerve grafting. ‘This method of repair can give a fair proportion of 
satisfactory results, but the technique is not simple. 





THE PROBLEM OF SCIATICA 
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By the term, sciatica, we mean pain in the distribution of the sciatic nerve 
or its component nerve roots: that is, pain in the buttock, spreading down the 
posterior or lateral aspects of the thigh and leg to the dorsum or lateral 
aspect of the foot. Sciatica is a symptom of a wide range of conditions, but 
in the great majority of patients it is due to some form of pressure on nerve 
roots. The pain may be caused by disease affecting the spinal nerves within 
the spinal canal, or as they leave in the intervertebral foramina; the sciatic 
plexus may be involved in the pelvis. Contrary to old beliefs the sciatic 
nerves themselves are rarely the seat of the disease process. Sometimes 
lesions of the spinal cord produce sciatic pain from involvement of sensory 
fibres within its substance. 


SYMPTOMATOLOGY 
The clinical features of the patient with sciatica naturally vary according 
to the site of the lesion and the cause of the condition; nevertheless there 
are certain points which are common to all sufferers from the symptom. 
The pains are generally sharp or lancinating, shooting down the leg, 
whether the lesion is central or peripheral, although some patients only 
complain of a dull, nagging pain throughout the limb. Occasionally the pain 
radiates centripetally. Sciatica is commonly due to a lesion of a nerve root 
and, like other root pains, is characteristically aggravated by coughing, 
straining, sneezing and movement or jolting of the spine. The pain is often 
worse after the patient has been sitting or lying, so that he may stand or 
walk about the room in an attempt to gain relief, or as a prophylactic 
measure. With more severe attacks he may be unable to stand or walk on 
account of the pain. If the nerve roots are diseased the distribution of the 
pain depends upon the precise root involved. With lesions of the fourth 
lumbar root the pain is felt down the lateral aspect of the thigh, but at 
the knee it passes medially down the inner aspect of the leg to the ankle. 
With fifth lumbar root lesions the pain is experienced down the postero- 
lateral aspect of the thigh and lateral aspect of the leg, passing medially 
across the dorsum of the foot from the ankle. First sacral root pain is felt 
down the posterior aspect of the thigh and on the lateral aspect of the leg 
and foot. The distribution of the pain is usually sufficiently precise for 
detection of the root implicated, but it must be remembered that root pain 
is not invariably felt in the whole distribution of the affected nerve. 

The diagnosis of sciatica should be made with care. There is a tendency 
to use the term for all pains radiating from the lumbar region or buttock 
down the lower limb. This is a dangerous assumption. Pain may be felt 
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down the thigh in disease of the pelvic bones and in affections of the hip 
or sacro-iliac joints. A safe rule to adopt is to regard pains radiating from 
the back or buttock down the back or outside of the thigh to below the mid-calf 
as sciatic, at the same time remembering that sciatic pain may not radiate 
thus far. Difficulty is sometimes encountered in patients with two disease 
processes operating together to produce pains in the lower limbs. A familiar 
example is that of the elderly patient with osteoarthritis of the hip and 
arterial insufficiency in the lower limbs. A sophisticated approach is required 
to distinguish the two components, joint and ischemic pains; the unwary 
may mistake them for the one pain of an attack of sciatica. 

There are three general points which may be mentioned here. In the 
first place, sciatica is a rare symptom in children and adolescents. When 
it does occur in these young patients it may be due to compression of the 
nerve roots by some form of tumour or vertebral disease. Secondly, bilateral 
sciatica should always be taken seriously; whilst bilateral pains may well 
be due to herniated intervertebral disc or lumbar spondylosis, their presence 
always raises the suspicion of compression from some other cause, such as 
tumour, and rarely they may be a symptom of some intramedullary process 
in the spinal cord. Lastly, spinal caries is rare in inhabitants of Britain, but 
occurs with some frequency in citizens from tropical countries, such as 
West Indians, Africans and Indians, and sciatica may be the first symptom. 

Sciatica may be accompanied by other symptoms of nerve lesion, such 
as sensory disturbance and weakness. Various dysesthesiz are experienced, 
in the foot and toes as a rule, the usual complaint being of deadness, numb- 
ness, coldness or pins and needles. As with the pain, the extent of the 


dyszsthesie# gives a clear indication of the root or nerve involved. Actual 


weakness is less common in the case of average severity. If there is weakness 
it usually affects the anterior tibial group of muscles and peronei or the 
muscles of the calf. 
THE CLINICAL EXAMINATION 

‘The diagnosis of sciatica can usually be made on the patient’s account of 
his pain; if there is any doubt it is as well to continue the examination on 
the assumption that the pain is not sciatic. Direct inquiry should be made 
for other symptoms of nerve lesion, such as muscular weakness, sensory 
disorders and sphincter disturbance. The mode of onset should be explored 
with special reference to any provocative agent such as trauma and exposure 
to damp or cold. The question of coexistent disease, especially in the pelvis 
or spine, should be raised. In taking the past history special attention is 
paid to previous attacks of back or leg pain. Other lines of inquiry will 
depend upon the patient’s age, sex, race, general health and occupation. 

The physical examination may be opened by examination of the spine 
for deformity, limitation of movement, muscular spasm and local tenderness. 
Needless to say, the trousers should be removed in the male. Continuing 
with the patient supine, the hip and knee joints are examined, with measure- 
ment of the thighs and calves. The arterial pulses are palpated in both 
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lower limbs, the peripheral nerves may be felt at the same time. ‘The straight 
leg raising test gives a useful indication of the severity of the sciatica, and 
increased capacity for painless straight leg raising is a helpful objective 
measure of improvement. If a patient is thought to have sciatica and the 
straight leg raising test is negative the diagnosis should be reviewed. The 
neurological examination includes a careful search for muscular wasting, 
hypotonia and weakness; all muscle groups in the lower limbs and pelvic 
girdle should be tested. ‘The knee-jerk may be depressed in lesions affecting 
the fourth lumbar root, but the ankle-jerk is commonly affected as it is 
innervated by the first sacral root through the sciatic nerve. In the sensory 
examination abnormalities are most likely to be found in cutaneous sensi- 
bility, especially to pinprick; the backs of the legs and thighs and the 
buttocks should be included in the tests. Palpation of the thighs, buttocks 
and lumbar region concludes the regional examination, areas of tenderness 
in muscle or over the sacro-iliac joints being sought. After routine explora- 
tion of the other systems it is advisable to carry out a rectal examination 
in older patients, and a vaginal examination may be required. To give a 
precise opinion on causation and prognosis it is necessary to have plain 
x-ray films taken of the lumbar spine, pelvis and hips. 

At the end of the clinical investigation, and with the help of the x-rays, 
it should be possible to recognize affections of bones, joints or other struc- 
tures which may give rise to pain resembling sciatica. It can also be deter- 
mined whether there is nerve involvement and where the lesion lies. ‘The 
presence of dysesthesiz of root distribution is evidence of a nervous lesion ; 


the help of other neurological signs is not required when these symptoms 
are present. In most patients no further tests are required to reach a diag- 
nosis, but those with marked root signs should be regarded with suspicion, 
or the case of spinal tumour will be missed. As a general rule it is wise to 
consider lumbar puncture and myelography in all patients with signs of 
nervous lesion whose condition is not improving satisfactorily, unless the 
clinical examination or x-rays indicates the diagnosis with certainty. 


THE DIAGNOSIS OF THE CAUSE 
Whilst there are many causes of sciatica, it cannot be doubted that hernia- 
tion of an intervertebral disc accounts for the majority of cases. Conse- 
quently, the problem of diagnosis is best considered by dealing with disc 
lesions at some length, with brief mention of some of the rarer causes. 


HERNIATED INTERVERTEBRAL DISC 
There are two types of disc herniation. In the first place, as the result of 
injury the nucleus pulposus herniates through the containing annulus 
fibrosus, either in the midline or postero-laterally, causing compression of 
one or more nerve roots. Secondly, a degenerated disc tends to collapse 
and the annulus bulges in all directions. The protruded material becomes 
vascularized and its fibrous elements are increased. The end-result of both 
nuclear and annular protrusion may be a hard, calcified boss. In patients 
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with long-standing disc protrusion osteophytes may be formed and these 
can compress nerve roots in the intervertebral foramina. The disc protru- 
sions are sometimes multiple. For a full account of the pathology the reader 
is referred to Sir Russell Brain’s ‘ Diseases of the Nervous System ’.| 

Disc herniations occur more frequently in men but women are specially 
affected during pregnancy. The condition is commonest in the fourth and 
fifth decades. The herniation is usually due to trauma, and a history of 
back strain, as in lifting or reaching, is often obtained. Direct back injury 
is occasionally the cause. The discs between the fifth lumbar and first sacral, 
and the fourth and fifth lumbar vertebra, are usually affected. Generally 
the onset is with sudden backache, followed by sciatica after an interval 
of hours, days or weeks, the pain being felt in the distribution of the com- 
pressed root. The severity of the condition varies greatly. There may be a 
mild attack of backache and sciatica, without objective signs of a nervous 
lesion; on the other hand, a large central disc protrusion may compress 
several nerve roots in the cauda equina, with sudden onset of severe back 
pain, bilateral sciatica, muscular weakness or paralysis, sphincter disturb- 
ances and sensory loss. Between these extremes lies a wide range of patients 
with varying degrees of pain and neurological disorder. The commonest 
signs are reduction in the ankle-jerk, sensory changes in the fifth lumbar 
or first sacral distribution, muscular hypotonia, wasting or weakness, usually 
in the anterior tibial group, peronei, calf muscles or glutei, and flattening 
of the lumbar curve with spasm of the erector spine and limitation of for- 
ward flexion of the lumbar spine. 

The diagnosis of the milder cases may be difficult if there are no neuro- 
logical signs, minimal abnormality of the lumbar spine and no changes in 
the x-rays. If there is a history of trauma it is usually safe to diagnose disc 
herniation, provided the x-rays show no sign of bony disease or injury, but 
one needs to be cautious. The fact that disc herniation is the commonest 
cause of sciatica is no excuse for making the diagnosis in all sufferers from the 
symptom. For example, trauma may determine the onset of symptoms in 
patients with sciatica due to vertebral disease. 

Plain x-rays may show narrowing of the affected disc space, but this is 
not invariable. When there is a large protrusion, lumbar puncture may 
reveal a partial or complete spinal block and the spinal fluid protein content 
may be raised. Myelography usually demonstrates a filling defect, but again 
this is not always so. 

The differential diagnosis is from other causes of root compression, such 
as vertebral disease and spinal tumour, and from rarer causes of sciatica. 


VERTEBRAL DISEASE AND SPINAL TUMOUR 
Vertebral disease.—Root pains may occur in patients with generalized affec- 
tions of the spine, such as ankylosing spondylitis and Paget’s disease, and 
sciatica is no exception. The diagnosis is made on the clinical and radio- 
logical findings. Root compression may obviously result from vertebral 
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disease, such as secondary carcinoma, primary bone tumours and tubercu- 
losis. A bony secondary deposit may be the first indication of carcinoma, 
especially of the lung, whilst in patients with breast cancer sciatica due to 
a lumbar metastasis may arise years after the removal of the primary 
growth. The patient may appear to be in good health and the x-rays show 
no abnormality in the early stages, but usually there are radiological signs 
of vertebral collapse. Tuberculosis can be much more difficult to diagnose, 
for sometimes the only radiological change is a loss of disc space; generally 
there are bone changes and sometimes the soft tissue shadow of a para- 
vertebral abscess. This diagnosis should be remembered in patients deriving 
from the tropics. The general clinical picture is likely to be helpful. 

Spinal tumour.—Any tumour arising extradurally or within the lumbar 
sac may present with sciatica clinically indistinguishable from that due to 
herniated disc. Some tumours, especially ependymomas and dermoids, may 
run a long course with persistent backache and recurrent or persistent 
sciatica as their only manifestation. The diagnosis may only be made when 
radiological signs of bone destruction are noticed, or when persistence of 
symptoms leads to lumbar puncture and myelography. Deposits of second- 
ary carcinoma may affect nerve roots: this may be excessively difficult to 
diagnose with certainty, even when the patient is known to have cancer, 
especially when the metastasis is extradural. It is a sound rule to regard any 
root pains in such patients as due to secondary deposits until proved 
otherwise. These extradural deposits produce no radiological changes. 
Hodgkin’s disease and other reticuloses may announce their presence in a 
similar way. 

VASCULAR AND SPINAL CORD LESIONS 

Vascular lesions.—Thrombosis or hemorrhage affecting the spinal cord is a 
rare cause of uncomplicated unilateral sciatica. The onset is acute and there 
are usually signs of a rather extensive cord lesion. Patients who remain 
ambulant with intracranial subarachnoid haemorrhage may complain of 
backache and sciatica, the result of an accumulation of blood in the lumbar 
sac. The history and lumbar puncture reveal the diagnosis. Hemorrhage 
or pressure from vascular malformations of the spinal cord may cause 
apparently straightforward backache and sciatica. Lumbar puncture gives 
either a bloody fluid or one with a high protein content. 

Spinal cord lesions.—Apart from vascular upsets, other spinal cord lesions 
may produce sciatica. The accompanying signs give the level of the lesion. 


OTHER CAUSES 
Infections.—Acute forms of spinal meningitis are easily recognized, but 
extradural abscess is more difficult. In such a case there is usually much 
spinal tenderness and rigidity and the general signs of a serious infection. 
Sciatic pain may be a feature of syphilitic infection, e.g. tabes. 
Pelvic conditions.—Invasion of the sciatic plexus by neoplasm, usually of 
the cervix uteri, will not be missed if reasonable care is taken in examination. 
Sciatic neuritis—This condition was originally held to be the common 
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cause of sciatica, but its very existence is now doubted by many. Sciatic 
pains may occur in peripheral neuropathy, due, for example, to diabetes 
mellitus, but the diagnosis is easily made on the neurological picture and 
general setting. Palpation reveals the rare neurofibroma of the sciatic nerve. 

Reflex sciatica.—Some patients have single or recurrent attacks of sciatica 
with no other symptoms or signs of a nervous lesion, and negative x-rays. 
The precise cause may be difficult to determine. Doubtless many of these 
patients have disc herniations, but it is hard to sustain this diagnosis when 
the condition is persistent, yet no clear evidence of a nervous lesion appears. 
It has been suggested that there is a form of reflex or referred sciatica, the 
cause of the pain lying in some condition of muscle, ligament, bone or 
joint. Whilst this is a valid notion, it is not one to which we should easily 
subscribe when searching for an elusive diagnosis. 


MANAGEMENT AND TREATMENT 

Herniated intervertebral disc-—Rest forms the basis of treatment in the 
acute stage. Ideally, complete bed rest for fourteen days should be pre- 
scribed, with a fracture board under the mattress, though with mild attacks 
a week may suffice. The patient should lie supine with one pillow. As a 
rule analgesics will be required and local heat may be a useful adjunct in 
relieving pain. If progress is satisfactory non-weight-bearing exercises for 
the lower limbs should be started about the tenth day. Progressive mobi- 
lization is begun after two weeks. This simple method of treatment is 
difficult to supervise in the home, but the patient should be persuaded that 
it affords the best chance of a quick recovery. Exercises, including spinal 
extension, are continued during mobilization. The return to work provides 
problems when the patient does work which is either heavy or performed 
in awkward positions. Care should be observed for several months, but even 
then relapses are rather common. If there are recurrent attacks a change 
of occupation may be called for. The provision of a plaster jacket or spinal 
support to maintain lumbar extension is a helpful measure, especially in 
the patient whose pain is slow to clear. When the onset of the attack is 
insidious bed rest should be advised, but it seems to be less efficacious than 
in the acute type. If progress is not satisfactory the diagnosis should be 
reviewed, particularly in the presence of weakness and sensory loss. 


Surgical treatment is required as an emergency in patients with acute 
cauda equina compression. It may also be indicated in other patients who 
have recurrent or persistent pain, with or without neurological defic?t. By 
and large, surgical interference is less often needed than was thought a few 
years ago. Removal of the herniated nucleus is no guarantee that the 
patient will be rendered fit for heavy work or athletic participation. 


Patients in whom the cause is unknown or uncertain.—Patients in this cate- 
gory should be treated medically as for herniated disc, which most of them 
probably have. In management, progress is the guide: if this is unsatis- 
factory thorough re-examination and further investigation are required. 
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‘THERE are few spectacles more depressing than that of an unhappy mother 
with a child severely disabled physically and mentally by unsightly de- 
formity. Hydrocephalus is one form of such a tragedy. Encouragement can 
be gained, however, from recent work which suggests that the outlook for 
the untreated hydrocephalic is better than is generally believed; also from 
recent advances in the surgical treatment of hydrocephalus. The arrest of 
hydrocephalus by surgical means may, it is to be hoped, one day be shown 
to be achieved more often and with less residual disability than by spon- 
taneous arrest. The disorder is rather more common in boys than in girls. 
As in most malformations, the greater the age of the mother, the greater 
the risk that she will produce a hydrocephalic child. 


DEFINITION 


Strictly speaking the term signifies excessive accumulation of cerebrospinal 
fluid (C.S.F.) in the head. Usually the term is applied to a condition in 
which the ventricular system of the brain is expanded by C.S.F. under 
pressure. Although raised intracranial pressure is a feature of hydro- 
cephalus, the reverse is not always true. Intracranial pressure is often 
raised without there being any increase in volume of intracranial C.S.F.: 


indeed the ventricular system may be reduced in size by expanding lesions 
within the skull. Such lesions include tumour, abscess and haematoma of 
the brain substance, as well as cerebral edema from various causes. Extra- 
cerebral expanding lesions within the skull, of which subdural hematoma 
is a particularly important example, produce similar effects. Although ex- 
panding intracranial masses produce raised intracranial pressure sooner or 
later, they may or may not produce hydrocephalus. They will only do so, 
with rare exceptions, if they are so situated that they obstruct the circu- 
lation of C.S.F. at certain sites. The problem of treating hydrocephalus is 
largely one of treating conditions obstructing C.S.F. flow. A minority of 
these causes are expanding intracranial lesions. 


ETIOLOGY 

Hydrocephalus is nearly always due to the obstruction of C.S.F. circulation. 
Excessive formation is rarely a cause; but cases of hydrocephalus developing 
in association with papillomas of the choroid plexus and resolving after 
removal of the tumour strongly support this mechanism (Kahn and Luros, 
1952). Imperfect C.S.F. absorption is a probable mechanism but it remains 
unexplained why in some cases of extensive sinus thrombosis hydrocephalus 
is present whilst in others it is not. 
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TYPES OF HYDROCEPHALUS 

Hydrocephalus can be classified in many ways, but two schemes of classi- 
fication are particularly useful. Thus, the disorder can be divided according 
to whether the responsible lesion was caused before, during, or after birth 
(congenital or acquired); or according to the kind of defect in C.S.F. cir- 
culation (communicating or non-communicating). Classification can also be 
made into an obstructive and non-obstructive group. But the non-obstruc- 
tive group, of which brief mention has already been made, is so small that 
it will not be considered further. 

Congenital hydrocephalus is usually due to obstruction which results from 
defective brain development; but acquired lesions in utero, such as toxo- 
plasmosis, may be responsible. Gross malformations, which may coexist, 
include spina bifida, cranium bifidum, the Arnold-Chiari malformation, 
fusion of the cerebral hemispheres, absence of the corpus callosum, also of 
the cerebellar vermis and absence of the cerebral hemispheres (hydran- 
cephaly). More often less flagrant malformations are present, particularly 
those of the Sylvian aqueduct which may be the site of narrowing or forking. 
The foramina of Magendie and Luschka may be occupied by a membrane. 
The subarachnoid space overlying the convexity may likewise be imper- 
fectly developed. 

Acquired hydrocephalus may result from accidental happenings which 
produce permanent and perhaps progressive obstruction to the intra- or 
extra-cerebral circulation of C.S.F. Gliosis of the aqueduct gradually nar- 
rows the lumen, or inflammation may subdivide the aqueduct into many 
ependymal channels (Russell, 1954). Meningitis may leave behind adhesions 
which obstruct C.S.F. flow from the exit foramina in the fourth ventricle, 
through the basal cisterns or over the convexity. Birth injury producing 
subarachnoid hemorrhage may have the same effect. 

Communicating hydrocephalus (external hydrocephalus).—\n this condition 
the flow of C.S.F. is obstructed in its extracerebral course. The fluid can 
flow unhindered between the ventricles inside the brain and to the cisterna 
magna outside the brain. The C.S.F. is not prevented from descending into 
the spinal theca, but the pathway upwards over the convexity is blocked. 
In its extracerebral course, the C.S.F. has to flow through the narrows 
formed by the free edge of the tentorium and the brain-stem—a site par- 
ticularly vulnerable to obstruction. Manometry reveals that the pressure of 
C.S.F. is the same in the ventricle as in the lumbar theca. Dye injected 
into the ventricles can be reclaimed from the lumbar theca at lumbar punc- 
ture. Air injected into the lumbar theca can be manipulated into the 
ventricles and visualized radiologically. 

Non-communicating hydrocephalus (internal hydrocephalus).—In this con- 
dition the flow of C.S.F. is obstructed in its intracerebral course. The 
block is likely to be at the foramen of Monro, in the aqueduct or at the 
outlet orifices in the roof of the fourth ventricle. Manometry reveals that 
the pressure of C.S.F. is higher in the ventricles than in the lumbar theca. 
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Dye injected into the ventricles cannot be reclaimed from the lumbar theca 
and air injected into the lumbar theca cannot be manipulated into the 
ventricles. 
DIAGNOSIS 

Some normal infants inherit big-headedness and others have anterior fon- 
tanelles which remain patent over-long. In such cases there may be doubt 
about the existence of hydrocephalus. If the anterior fontanelle is convex 
and tense on axillary suspension of a baby who is not crying, raised intra- 
cranial pressure can be presumed. The speed of skull expansion in the 
normal baby is not more than half-an-inch (12 mm.) a month, a rate ex- 
ceeded by the hydrocephalic infant. The circumference of the skull before 
the twelfth month slightly exceeds that of the chest; but at one year these 
measurements are normally the same. A normal baby with a big head is 
likely to have a big chest; and at one year the chest and skull circum- 
ferences, though excessive, will still be the same. The hydrocephalic baby, 
in contrast, will have a chest disproportionately small in circumference 
compared with the skull. 

Not all babies with pathological enlargement of the skull have raised 
intracranial pressure. Furthermore, widespread separation of the sutures 
and bulging of the fontanelles may be a symptom of osteodystrophy such 
as hypophosphatasia. Macrocephaly and achondroplasia may simulate 
hydrocephalus in infancy and even later. 

When raised intracranial pressure has been established in an infant, the 
problem presented is the same as in any age-group. Care is needed to ex- 
clude such conditions as subdural hematoma (which is particularly amen- 
able to treatment), brain tumour, toxoplasmosis and sinus thrombosis. 
Subdural hematoma is usually disclosed by subdural tapping. Progression 
of focal neurological signs and symptoms will suggest a focal intracranial 
expanding lesion. Toxoplasmosis will be suspected when choroido-retinitis 
is seen on ophthalmoscopy and skull x-rays reveal curvilinear streaks and 
multiple small opacities due to intracranial calcification. Intracranial 
thrombophlebitis with consequent cerebral cedema or brain abscess, will be 
suspected when raised intracranial pressure is associated with sepsis of a 
kind predisposing to this complication. 

Routine neurosurgical investigation of the child with raised intracranial 
pressure may reveal the presence of hydrocephalus and that there is no 
intracranial mass or other lesion amenable to surgical removal. In such cases 
further investigation to establish the site and perhaps the nature of the 
obstruction is not always warranted because many cases arrest spon- 
taneously. Only when skull expansion is rapid and the clinical course is 
downhill should further neurosurgical investigation be considered. 


PROGNOSIS 
Untreated hydrocephalus.—Only proper understanding of the natural history 
of untreated hydrocephalus makes it possible to evaluate treatment. It has 
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been widely believed that few children with hydrocephalus survive and that 
those who do are mostly doomed to permanent crippledom, physical and 
mental. This over-gloomy view has been dispelled, partly by the work of 
Laurence (1958) who followed up 182 unselected and unoperated cases of 
hydrocephalus. This important survey reveals that in only about 5 per cent. 
of children is the disorder still active and progressive by the time they are 
approaching school age. Of the rest, half have died and half have arrested 
spontaneously. Death, principally from medullary failure, claims most 
children within the first eighteen months of life. Intracranial infection 
secondary to spina bifida cystica and terminal chest infections are other 
frequent causes of death. 

The fate of the arrested cases is varied. Spontaneous arrest of hydro- 
cephalus usually happens between the ages of nine months and two years. 
A hydrocephalic infant has a 50 per cent. chance of survival with the disease 
arrested. He then has a 75 per cent. chance of being educable. Almost 
one-third of arrested hydrocephalics can be expected to enjoy normal in- 
telligence with little or no physical disability. 

Mental defect afflicts about a quarter so severely that they are ineducable. 
Of the remaining three-quarters, half have intelligence within the normal 
range. Depression of intelligence tends to be less in cases where physical 
disability is slight. 

Physical handicap, taking the form of paralysed legs and sphincters, is 
often present when hydrocephalus complicates spina bifida cystica. About 
one-third of arrested hydrocephalics have no physical handicap at all. Of 
the remainder, some are severely crippled and even bedridden; whilst at the 
other end of the scale trivial disabilities are seen such as squint and slight 
incoordination. 

Treated hydrocephalus.—The favourable claims made for surgical treat- 
ment of hydrocephalus have so far rested on the assumption that untreated 
cases seldom arrest spontaneously and seldom escape severe mental and 
physical disability if they survive. No controlled survey of the fate of 
treated and untreated cases has yet been made. The spontaneous arrest- 
rate, however, has been shown to be round about 45 per cent. (Laurence, 
1958). The value of surgical treatment of hydrocephalus is at present un- 
known, but an attempt to answer this question is being made at The Hos- 
pital for Sick Children, Great Ormond Street, thanks to a plan financed by 
the Central Council for the Care of Cripples. The neurosurgical department 
of this hospital, which welcomes the referral of hydrocephalic infants and 
children, is assessing the value of the ventriculo-venous shunt operation 
(referred to later). Patients with progressive hydrocephalus are considered 
for the series. The choice of whether surgery shall or shall not be per- 
formed is made at random in order to create a comparable control group. 
Preliminary selection of cases is made according to various criteria, such as 
age and the presence or absence of associated abnormalities (e.g. meningo- 
cele). 
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TREATMENT 
Surgical treatment of hydrocephalus has not lacked ingenuity or variety. 
Procedures designed to reduce the secretion of C.S.F. include diathermy 
of the choroid plexus of the lateral ventricles and bilateral common carotid 
ligation. Some by-pass opera- 
tions aim to increase absorp- 
tion of C.S.F. by diverting it 
from a ventricle to sites from 
which it can be readily ab- 
sorbed. Such operations in- 
clude ventriculo-pharyngos- 
tomy, various forms of third 
ventriculostomy including 
Torkildsen’s ventriculo-cis- 
ternostomy; and establish- 
ment of communication be- 
tween the lateral ventricle 
and the dural sinus or the 
subarachnoid space or the 
peritoneal cavity. Other by- 
pass operations establish 
communication between the 
spinal theca and the peri- 
toneal cavity or the ureter. 
Perhaps the most promising 
operation for the relief of 
hydrocephalus is the ven- 
triculo-venous shunt using 
the Spitz-Holter valve. This : 


ingenious device allows “1G. 1.—1 and 2 are the slit valves encased in metal 
X is the plastic tube which can be compressed 
: digitally through the scalp. These three parts 
circulation without reflux of (1, 2 and X), comprising the pe ne ay —. 

T eae. : ‘ are connected with the intra-ventricular tubing 
blood. rhe principles of (A) and the silicone tubing (B), passing into the 
the operation are outlined internal jugular vein and thence into the right 


in fig. I. atrium 


C.S.F. to join the venous 


Figure 1 is reproduced by courtesy of Mr. G. H. McNab, F.R.C.S., and Mr. 
Derek Martin, of the Photographic Department, ‘The Hospital for Sick Children, 
Great Ormond Street 
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EMERGENCY SURGERY IN THE 
ELDERLY 


By MURIEL WATERFALL, M.B., F.R.C.S. 


Surgeon, Kingston Hospital, Kingston-upon- Thames 


EMERGENCY surgical admissions to hospital now include a high proportion 
of elderly patients. In view of the shortage of hospital beds and of the long 
waiting lists for elective surgical procedures, the results of emergency 
surgery in the older age-group have been investigated. The conclusion is 
that it is well worth while operating on the elderly patient who suffers a 
surgical catastrophe as the outcome is often successful and the mortality is 
not prohibitive. 
SCOPE OF INVESTIGATION 

The series reviewed in this article comprises all emergency operations on 
patients over the age of 70 performed by one surgeon in one hospital 
between July 1954 and November 1958 (table 1). There has been no 
selection and the series is complete except for three patients whose case 
notes could not be traced. The area served by the hospital is a large one and 
includes town and country districts, and the patients were drawn from all 
social strata but there was a preponderance of the under-privileged and most 
patients came from working-class homes. The case notes of 115 patients 
have been scrutinized and the results analysed. Mortality refers to hospital 
mortality, as a patient who was well enough to leave hospital is deemed to 
have recovered from his operation. Necropsy records and death certificates 
have been checked when the cause of death was not ascertainable from the 
notes. The ages of the patients ranged from 70 to 95 years and the average 
age was 78.8 years. Five of the patients had two emergency operations each. 

There were 49 males, of whom 13 died, and 71 females, of whom 14 died; 
an operative mortality of 22.5 per cent. The average age of those who died 
was 80 years. The operative mortality may seem high but analysis of the 
deaths reveals that many were inevitable due to the nature of the disease 
from which the patients were suffering and many of the other deaths were 
due to concomitant disease not directly associated with, although sometimes 
exacerbated by, the surgical emergency. 


POLICY 
The policy with these old people has been to do the simplest operation 
which would relieve the emergency: e.g. colostomy for obstruction due to 
carcinoma of colon, leaving resection to a later date when the patient’s 
condition had improved. An attempt has been made to operate on all 
patients, however ill, if they were suffering from a condition from which they 
would inevitably perish without operation. For this reason, many extremely 
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ill patients have undergone operation with a corresponding increase in 
death rate. 

Typical of these were the patient, aged 81, who had had pneumonia for one week 
so that he was considered too ill for pinning of a fractured femur, but was subjected 
to emergency gastrectomy for hemorrhage, and the patient, aged 86, who had been 
in a medical ward for three weeks suffering from empyema and heart failure prior to 
laparotomy. Both these patients died, but another, aged 70, who had very severe 
bronchitis prior to gastrectomy and developed sputum retention afterwards, finally 
recovered after being bronchoscoped twice. 

Elderly people have a reduced physiological reserve and a rigid cardio- 
vascular and renal system so that they stand shock and hemorrhage badly. 
They succumb quickly to sudden changes in the blood volume as they are 
unable to compensate so as to preserve the vital centres. Transfusion 
must be done very warily as lack of elasticity of the vascular bed makes it 
easy for cardiac failure to occur. Electrolyte imbalance is more dangerous 
in the old because a damaged or arteriosclerotic kidney cannot excrete the 
unwanted ions while retaining the others. Potassium depletion affects these 
worn or damaged hearts more than those of young patients and the in- 
cautious intravenous administration of potassium is also dangerous. These 
patients often have difficulty in coughing and tend to lie still in bed thus 
exacerbating congestion and impairing ventilation of the lower lobes of the 
lungs. Postoperative pain is another factor contributing to immobility in bed, 
splinting of the diaphragm and poor movement of the lower intercostal 
muscles, with reduced aeration of the lungs. Inactivity in bed and prolonged 
hypotension promote venous stasis, thrombosis and subsequent pulmonary 
embolism. Infection is also a greater hazard in the elderly as the peritoneum 
and omentum are not so efficient at walling it off. 


PRINCIPLES OF TREATMENT 

Hence some principles of treatment of surgical emergencies in the older 
age-group have been evolved. First come early diagnosis and treatment: 
the patients who died had on the whole been ill for much longer than those 
who survived. Only the minimum time should be spent in preparing these 
patients for surgery, as delay in treatment contributes considerably to the 
mortality. The patient who is grossly dehydrated should be given intra- 
venous fluid, taking care not to overload the circulation. Those suffering 
from loss of blood, e.g. bleeding peptic ulcer, should be transfused before 
and during operation—if necessary with packed cells, and patients who are 
fibrillating at an uncontrolled rate need intravenous digoxin. Any patient 
suffering from respiratory infection should be made to clear his lungs by 
coughing before operation if possible and the lungs should be cleared with 
an endotracheal catheter at the end of the operation—or bronchoscoped if 
necessary. Surgery should be gentle, with the minimum of trauma, and only 
the simplest procedure which will relieve the emergency condition should be 
carried out. } 


’ 
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L.H., for instance, a woman aged 72, was acutely ill with a ruptured cecum and 
fecal peritonitis, secondary to carcinoma of the rectum. Following exteriorization 
of the c#cum and colostomy she subsequently underwent elective abdomino- 
perineal resection and is still alive and well. 

Because of their inelastic vascular system it has been found safer to keep 
these patients slightly dehydrated rather than risk overhydration, cardiac 
failure and pulmonary edema, which they stand very badly. Transfusion 
must be very cautious and, when the circulating volume is not depleted, 
packed cells are given instead of whole blood. A close watch must be kept 
on the blood electrolytes, and the urinary chlorides were checked daily 
when patients were on intravenous fluids. Unless urinary chlorides were 
grossly reduced, no normal saline was given to these patients and potassium 
was administered very carefully, when possible by mouth, particularly 
in those patients with damaged kidneys. An effort should be made to feed 
these old patients by mouth as soon as possible as impaired renal function 
renders intravenous maintenance variable and dangerous. Oral feeding is 
also of immense psychological benefit. 

In view of their extra liability to deep-vein thrombosis and pulmonary 
embolism all patients in this series were mobilized as soon as possible and 
nearly all of the patients who had had a strangulated hernia got out of bed 
within twenty-four hours of operation: e.g. a patient of 95 who sat in a chair 
12 hours after operation. Routine anticoagulants were not used as it was 
felt that preventing stasis is much better than treating thrombosis once it 
has occurred and the first twenty-four hours are the most important in 
this respect. 


MANAGEMENT OF RESPIRATORY INFECTION 
The greatest danger to the old patient undergoing emergency surgery is 
respiratory infection and this accounted for more deaths than any other 
single factor, both in this and in other published series. Many of these old 
patients already have damaged lungs and bronchitis or broncho-pneumonia 
before operation. Of the eight who died in this way, six had overt respiratory 
infection before operation. Every effort must therefore be made to combat 
this and prevent it worsening in the immediate postoperative period. The 
operating surgeon personally saw almost all of these patients within twelve 
hours ot operation and made them cough and move about in bed. The 
physiotherapist visited them once a day but it was impressed on the nursing 
staff that recovery depended upon their efforts and they were asked to 
give inhalations, encourage coughing and turn the patients at frequent 
intervals. The long-ingrained habit of nursing patients with ‘bad chests’ 
sitting up, propped rigidly against back rests must be fought constantly. This 
position encourages stasis of the lower lobes, and pressure of-an often 
distended or obese abdomen prevents diaphragmatic excursion and restricts 
movement of the lower intercostal muscles. The patients were nursed pre- 
dominantly lying flat in bed and were turned from side to side to alter their 
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position, sitting up only for meals and nursing procedures. Coughing was 
encouraged while the patient lay on his side after an inhalation and, if 
sputum was not raised, a further attempt was made on regaining the upright 
position. 

Contrary to some expressed opinion, morphine was given to most of these 
patients in small doses as pain is often the reason that they are unable ‘or 
unwilling to cough and once pain is relieved they are able to cooperate. 
Small doses of morphine or other analgesic such as pethidine were found, 


a) os of Deaths 


Diagnosis operations No Per cent 








| Strangulated external hernia 


| Large bowel obstruction 


Agpendichis 

Cholecystitis 

Other small bowel obstruction 
Bleeding peptic ulce: 
Pancrestitis 

Perforated peptic ulcer 
Perforated diverticulitis 
Siadian ox obstructing carcinoma of stomach 
Bleeding from kidney 
Urinary retention 

Clot retention 


Pyloric stenosis 


Burst abdominal wound 





| Femoral embolus 


| Others 
| 


| ‘Total 120 27 








TABLE I.—Analvysis of 120 emergency operations in old people. 


in fact, to be extremely efficacious as an ‘expectorant’ and aid to acration of 
the lungs. Old people often do not tolerate having the foot of the bed raised 
to encourage drainage from the lower lobes but this was sometimes used, 
particularly in the thinner individuals. Sputum retention must be treated 
energetically by intensive physiotherapy on these lines and, if unable to 
expel bronchial secretions, patients must be bronchoscoped and bronchial 
secretion sucked out, using the minimum of local anesthetic and redoubling 
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efforts to make them cough afterwards. Antibiotics have not been used 
routinely unless it was clear that gross infection was present; even when 
used, just as much stress was placed on getting the patients to cough up their 
bronchial secretions. 


STRANGULATED HERNIA 

Strangulated external hernia formed the largest group in this series; a 
number of these were missed by house surgeons and general practitioners 
as the old patient is less likely to be aware of a lump than the young one 
and many of the patients did not know they had a rupture. In all cases of 
intestinal colic it is important to examine the hernial orifices. Gangrene of 
the bowel, particularly at the constriction rings, is more common in the 
elderly but the mortality of operation rises considerably with resection so 
that if the bowel is viable but the constriction rings of doubtful viability 
it is better to oversew the latter in the elderly patient rather than to do a 
formal resection. There were four deaths among the 31 strangulated external 
herniz. 

].B., aged 91, had been strangulated for four days, had gangrene of one foot, the 
other having been amputated, and at operation had severe peritonitis due to rupture 
of the ileum at one constriction ring. 

E.J., aged 77, had 2 feet (60 cm.) of gangrenous ileum resected. 

J.M., aged 71, had been vomiting blood-stained material and at operation had 
mesenteric thrombosis involving the whole small bowel. 

S.O., aged 85, recovered satisfactorily from operation but on the 19th day he 
succumbed to staphylococcal pneumonia and suppurative parotitis during an epi- 
demic of virulent staphylococcal infection in the ward. He was transferred to an 
isolation hospital and died there. 


LARGE BCWEL OBSTRUCTION 
Six of the 18 cases of large bowel obstruction died. 


B.S., aged 86, had been in the medical ward for three weeks with empyema and 
cardiac failure and was semiconscious and desperately ill when she underwent 
transverse colostomy for obstruction due to diverticulitis. 

M.P., aged 79, and G.S., aged 82, both had fluid feces in the peritoneal cavity 
at the time of operation. 

J.W., aged 74, was desperately ill with exfoliative dermatitis, productive cough and 
cardiac asthma and died of broncho-pneumonia. 

O.B., aged 75, underwent colostomy for inoperable carcinoma of the splenic 
flexure; he also had retention with overflow and a high blood urea and died of 
uremia. 

H.S., aged 78, who had carcinomatosis, died ten days following operation. 

None of these deaths was preventable. Emergency colostomy was nearly 
always the procedure of choice—with one exception: a patient, aged 76, 
who had a Paul-Mickulicz resection for volvulus. Frail patients stand a 
second operation to remove the growth quite well whereas they would not 
stand an emergency resection. 

L.H., for instance, a woman aged 72, who had a ruptured cecum, subsequently 
survived abdomino-perineal reseetion of the rectum and had an uneventful 
convalescence. 
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APPENDICITIS AND CHOLECYSTITIS 

Appendicitis in the older age-group may present a very variable picture. 
The disease tends to be fulminating and all but one of the appendixes 
removed were gangrenous. The patient who did not have a gangrenous 
appendix was the only one of the group who died and the cause of death 
was a pulmonary embolus confirmed at necropsy. When the diagnosis is 
doubtful but appendicitis is suspected, operation should be performed 
as the disease runs a rapid course and the omentum and peritoneum are 
less able to deal with the infection than in the case of a younger patient. 

Cholecystectomy is not recommended as the treatment of choice for acute 
cholecystitis. Of the nine patients, most had an empyema of the gall-bladder 
and the rest were subjected to operation because it was not possible to 
distinguish clinically between appendicitis and cholecystitis. When there 
is an empyema of the gall-bladder with much surrounding inflammation and 
cedema, cholecystostomy with or without removal of stones should be done 
but, if the surgeon is familiar with the operation and can do a chole- 
cystectomy quickly and safely, the latter is preferred. Of the nine cases the 
only one who died was aged 88, had been breathless for years and died of 
pneumonia. 


GASTRECTOMY 
Eight patients underwent emergency gastrectomy for bleeding peptic ulcer 
and three died. 


T.S., aged 81, has already been mentioned. He had been admitted twelve days 
before operation with a fractured femur but was found to be anemic and to have 
basal consolidation and was thought to be too ill to have his hip pinned. He had 
several large melzna stools and, although he was a desperate risk because of 
pneumonia, gastrectomy was performed. After operation his pneumonia worsened, 
he was unable to cough and, despite bronchoscopy on three occasions, he died of 
pneumonia. 

E.T., aged 79, had bled massively from a gastric ulcer and was recovering well after 
gastrectomy when she died suddenly on the gth day from a pulmonary embolus. 

F.S., aged 79, had an enormous duodenal ulcer eroding the gastro-duodenal artery 
and died suddenly one week after operation from a secondary hemorrhage. 


Other factors being equal, the earlier a patient is operated on for hemorrhage, 
the better the result. Those who have been bleeding for several days and 
receiving multiple transfusions do worse. 

E.C., aged 76, who died after sustaining perforation of a peptic ulcer, had been 
perforated for seventy-six hours, and had a systolic blood pressure of 40 mm. Hg 
on admission, with a thready pulse. Intravenous infusion raised the blood pressure 
to 70 mm. Hg and the perforation was repaired but she died twelve hours later from 
advanced peritonitis. 

FEMORAL EMBOLISM 
Both the patients who had femoral emboli were extremely ill and it might 
well have been wiser to accept their inevitable deaths rather than operate. 

E.H., aged 77, was suffering from congestive heart failure and had had a recent 


cerebral thrombosis. Her right foot had been gangrenous for ten days but, as she 
sustained the left femoral embolus while in hospital, left femoral embolectomy was 
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performed and she died of a massive coronary thrombosis just after the embolus 
had been removed and the artery repaired. 

S.B., aged 77, had been in bed for one week suffering from abdominal pain and 
vomiting and had sustained a femoral embolus forty-eight hours before admission. 
She was dehydrated and severely ill with a pulse rate of 126 per minute. After 
operation she developed purulent bronchitis from which she died. 


Of the group classified as ‘Others’ in table I, four patients died. 

E.H., a man of 74, was probably the only preventable death. He was admitted 
in the middle of the night and was thought to have perforated a peptic ulcer. The 
correct diagnosis of ruptured cesophagus was made the following day when he was 
moribund. 

W.W., a man of 80, had attempted suicide by cutting his throat including the 
larynx and also swallowed spirits of salts causing severe burns of the pharynx and 
cesophagus. The cut throat was sutured and tracheostomy performed but he died on 
the fourth day of broncho-pneumonia. 

L.D., a woman aged 79 and weighing 294 pounds (133 kg.), was suffering from 
myxcedema with an enormous carcinoma of the thyroid causing gross stridor and 
total dysphagia. She tolerated emergency thyroidectomy well but died the day after 
operation from a massive coronary thrombosis. 

E.D., aged 87, had a large hemoperitoneum due to rupture of the gall-bladder 
with multiple liver abscesses and died on the second postoperative day from 
pneumonia and peritonitis. 


CAUSE OF DEATH 
The causes of death in these patients are shown in table II. 








. No. of 
Cause of death deaths | 


me * 
| Respiratory infection 

| Pulmonary embolus 

Corenary thrombosis 

Fecal peritonitis 

Peritonitis 

Carcinomatosis 

Bleeding carcinoma of stomach 

Secondary hemorrhage 

Ruptured cesophagus 

Pancreatitis 

Mesenteric thrombosis 

Uremia 

Shock and toxemia due to gangrenous obstructed ileum 
Empyema and intestinal obstruction 


—-———— ms we NNN NW OO 





| Total 27 





TaBe II.—Causes of death following emergency surgery in old people. 
The greatest single cause of death was respiratory infection: i.e. pneumonia, 
broncho-pneumonia or purulent bronchitis. Of the eight patients who died 
from this, six were suffering from the condition in some degree for varying 
lengths of time before operation. . 

An example was T.S., aged 81, who by virtue of his pneumonia was adjudged to be 
too ill to have his fractured femur pinned so was treated in bed with his leg in 
extension for ten days before emergency gastrectomy for hemorrhage. 

The two who did not have overt respiratory infection at the time of 
admission were W.W., aged 80, who had cut his throat and drunk spirits 





206 THE PRACTITIONER 


of salts, and S.O., aged 85, who succumbed to staphylococcal pneumonia 
while there was an epidemic of virulent staphylococcal infection in the ward. 
Many others of these old people also had respiratory infection before 
operation and their recovery is attributed to the fact that they had the smallest 
operation which would relieve their condition, with minimum anesthesia 
and energetic physiotherapy afterwards, including bronchoscopic suction 
when the sputum could not be raised, and early ambulation. The single 
factor of greatest importance is probably a personal attempt by the surgeon 
or his deputy to make the patient cough shortly after his operation. Nurses 
may not have time, physiotherapists may not be able to see the patient 
because of routine nursing procedures or other obstacles and the first 
forty-eight hours are the vital ones for by then hypostatic pneumonia and 
attendant infection may have become established. 

Fourteen of these patients died from incidental disease: eight of respira- 
tory infection, three of pulmonary embolism, two of coronary thrombosis 
and one of uremia. Twelve died of the condition which gave rise to the 
surgical emergency and one died of incidental disease: empyema, and 
intestinal obstruction. Over half of the patients who died, therefore, suc- 
cumbed to incidental disease. This was the experience of Cutler (1955, 
1956), 44 per cent. of whose series of aged patients died—over half of 
them from incidental disease. The same author reported a series of 204 
patients who underwent emergency operation. Their average age was 74, 
the operative mortality 40 per cent. and pneumonia the commonest cause 
of death. 

DISCUSSION 
There must inevitably be a greater mortality from emergency surgery in 
elderly patients than in young ones. The incidence of malignancy as a cause 
of the emergency is higher and so is the incidence of potentially fatal 
catastrophe such as fecal peritonitis. Old people tend to be arteriosclerotic 
so that a certain number will die of coronary thrombosis. They are also 
habitually less active due to stiffness and osteoarthritis, and therefore 
more liable to develop deep vein thrombosis and pulmonary embolism. But 
the main reason for the increased operative risk is the lack of physiological 
reserve and inability to deal with infection, especially respiratory infection. 

The mortality in this series compares favourably with that in several 
other published series and it is felt that the principles enunciated have con- 
tributed considerably to this. Had the desperately ill patients been rejected 
as too ill for surgery, clearly the operative mortality would have been 
reduced but, when death would be inevitable without operation it has been 
felt worth while to operate on such patients and indeed a number of the 
‘desperate risks’ have survived to eke out their days usefully and happily. 
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REHABILITATION OF THE 
HEMIPLEGIC PATIENT 


By W. E. PARKES, M.D., M:R.C.P. 
Consultant Geriatric Physician, St. Luke’s Hospital, Huddersfield 


By hemiplegia we mean the condition in which there is paralysis of one side 
of the face and of the arm and leg on the same side. The facial weakness is of 
the upper motor neurone type: i.e. mainly round the mouth. 


GENERAL MANAGEMENT 
While the patient is in hospital, daily visiting is desirable and may prevent 
the onset of a confusional state. The position of his bed and furniture 
should not be altered and a night light will also help. At a later stage he 
should be allowed to return to his home each week-end if arrangements can 
be made to care for him there. 


NURSING 
Light bedclothes and a bed cradle should help to prevent foot drop and 
tightening of the tendo achillis. It is advisable also to have a foot-rest 
which will support the feet at an angle of go° with the legs. 

The patient should be nursed with the paralysed arm abducted at the 
shoulder, by means ot a pillow in the axilla, to prevent the development of 
a ‘frozen shoulder’. This is due to spasm of the spastic pectoralis major and 
latissimus dorsi muscles which limits abduction and facilitates the formation 
of adhesions on the inferior aspect of the capsule of the shoulder joint. 
Intra-articular adhesions develop later. Other complications are osteo- 
porosis due to disuse of bone and atrophic skin changes. A cock-up splint 
will be needed at night if recovery of dorsi-flexion at the wrist is delayed. 
Frequent changes of the patient’s position will protect against hypostatic 
pneumonia and pressure sores. 

Nurses should be taught to put the paralysed limbs through their full 
range of movement each time they make the patient’s bed. This is essential 
if contracture formation is to be prevented. 


PHYSIOTHERAPY 
While the patient is still in bed, slings and springs should be fitted to a 
Balkan beam of tubular steel over the patient’s bed so that he can undertake 


assisted and, later, resisted movements. Postural dizziness may be trouble- 
some at first. When this passes he can sit up. Care must then be taken to see 
that the back of the knee or calf is not pressing against any part of the chair 
as this might rapidly cause venous thrombosis. If the paralysed leg is spastic, 
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he should not keep the foot flat on the ground for long periods or a con- 
tracture will develop around the knee joint. On the other hand, if a go° foot- 
rest is not used when the foot is extended foot drop may develop. While he 


Fic. 1.—Hemiplegic patient using the ‘exercycle’ (L. F. Alexander Ltd.). 


AE 


Fic. 2.—Hemuiplegic patient conducting his own Fic. 3.—Hemiplegic patient wearing a 
physiotherapy by means of an overhead pulley. weighted cuff (Vizards Ltd.). 


sits in a chair the patient can use an ‘exercycle’ (fig. 1). In this way his 
normal leg will force the paralysed leg to follow its movements. A refinement 
is a hydraulically controlled seat by which his height from the ground can 
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be altered. If this is not available, a series of blocks of varying heights can 
be used, as shown in fig. 1. 

If a mitten with a hook on its dorsal aspect is placed on the paralysed hand 
this can be clipped on to a pulley system above the chair (fig. 2), and the 
patient can conduct his own physiotherapy and prevent the onset of a 
‘frozen shoulder’. He can practise overwriting on the newspaper headlines. 


Fic. 4.—Hemiplegic patient using a tripod Fic. 5.—Hemiplegic patient using the 

stick (Remploy) ‘walking pulpit’ (Chas. F. Thackray Ltd.) 
A special grip for his pen will be needed. Plasticine would be the simplest 
material but some of the new plastics give a smooth and durable finish. 
Later, bed-end exercises are an introduction to walking. First, he must 
pull himself up from a chair by means of the rail at the foot of his bed. Then 
he can step from side to side whilst holding on to the rail. 

Many appliances (fig. 3-7), e.g. walking pulpits, tubular steel chairs, 
parallel bars, tripod sticks, help with walking. A walking iron may be needed 
because of a talipes equino-varus deformity of the paralysed foot and a 
tendency to catch the toe on the ground. The Rizzoli iron is lighter than 
the older type of walking iron with go° stop. A toe-spring may be needed 
in some cases. This can be applied to the lateral border of the shoe if there 
is marked inversion of the paralysed foot. When walking, the patient will 
tend to hold the paralysed arm tightly by his side. To overcome this, a 
weighted bag can be suspended from a leather glove on the paralysed wrist 
and hand. This device should help to restore the normal pendulum motion 
of the limb. Walking to music may also help. These patients often find it 
easier to go up rather than down stairs. Rails should be placed along the 
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walls at home and also near the toilet seat. These structural alterations will 
all be carried out by the welfare department of the local council on request. 

Recovery will be much slower if there is hemianzsthesia as well as 
hemiplegia. Frenkel suggested that vision should be made to supplement 
the defective sensory pathways, but this method will lead to added un- 
certainty in the dark and is not suitable for geriatric patients. Maloney went 


Fic. 6.—Hemiplegic patient using a Fic. 7.—Hemiplegic patient using a 
‘sledge.’ ‘bonaped’ (Enna Ltd.). 


to the other extreme and blindfolded his patients before starting them on 
walking exercises. This is also unsuitable for the geriatric age-group. 
Reliance must be placed on frequent walking exercises. Ward orderlies or 
relatives can dress the patients and help with the exercises under the super- 
vision of the physiotherapist. Hemianopia is often associated with hemi- 
anzsthesia. If so, the patient should be warned of this as he may not have 
discovered for himself that he has a visual field defect. 

Electrical therapy.—The physiotherapist may attempt to expedite recovery 
by electrical methods. Faradism and galvanism are of little value and may 
aggravate the condition. Sinusoidal current helps some patients with cold, 
cedematous, paralysed limbs: i.e. when there are obvious circulatory 
deficiencies. A few years ago it was suggested that ultrasonic radiation was 
useful in the treatment of hemiplegic contractures. The heat penetration is 
not deep but there are accompanying sound waves. In practice, there 1s a 
slow response to this therapy. It does not seem to be any better than the 
older methods. 


MEDICAL TREATMENT 
Many of the patients are overweight. If their nutrition seems adequate, 
an attempt should be made at weight reduction. The 850-calorie diet can be 
augmented by phenmetrazine and ‘melozet’ biscuits (Merck, Sharp and 
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Dohme). The response, however, is often disappointing and there seems to 
be little doubt that this is often largely due to the inability to take exercise. 

A ‘frozen shoulder’ will only respond very slowly to physiotherapy. A 
much quicker response is obtained if prednisolone is injected into the intra- 
and extra-capsular spaces prior to gentle manipulation of the joint. This 
should be followed by intensive and prolonged physiotherapy. 

The bladder musculature tends to be hypertonic and hyperexcitable. 
There may be transient retention of urine. Incontinence usually disappears 
without treatment after the patient becomes ambulant. The fact that the 
spastic, contracted bladder tends to empty reflexly at frequent intervals can 
be demonstrated graphically if a catheter is passed into the bladder and 
joined to a manometer. A modification of this system can be used for therapy. 
Fluid can be slowly introduced into the bladder and the patient encouraged 
to resist the desire to void urine. In this way he can be taught to regain 
voluntary control. This is a time-consuming procedure and, fortunately, 
it is not often indicated. 

Sedatives at night will aggravate the condition. Many of these patients 
sleep quite well after a hot drink. Sleep will then be lighter and incontinence 
less likely. 

Fecal incontinence is rarely troublesome. It can be controlled by enemas, 
and, later, by suppositories such as ‘dulcolax’. 


OTHER ASPECTS OF MANAGEMENT 

Speech.— Dysarthria due to spastic tongue muscles disappears more readily 
than motor or sensory aphasia with intellectual deterioration. 

Chiropody.—This is strongly indicated in all geriatric patients. Laced, 
firm shoes or boots should be worn. 

Occupational therapy.—This is very valuable, especially in the special 
kitchen equipped for hemiplegic housewives. Any occupational therapy 
should restore confidence and mental alertness. 

The almoner.—The almoner can play a vital part in solving the patient's 
domestic and financial problems. 

Home treatment.-The hemiplegic patient can be kept at home and re- 
habilitation conducted there if facilities are adequate. Unfortunately, in our 
industrialized society this is not often possible. 


PROGNOSIS 
If the patient is deeply comatose initially, death is almost inevitable. If the 


patient remains conscious there is a 75 per cent. chance of recovery. Of 
those who recover, about one-quarter have no disability, half have slight 
disability and the others are left with moderate to gross disability requiring 
long-term hospital treatment. A hopeful attitude should be maintained 
throughout. Even if recovery is slow, efforts at rehabilitation should 
continue for up to one year after a cerebral thrombotic attack. 





THE DIFFERENTIAL DIAGNOSIS OF 
DEPRESSION 


By ALECK FOLKSON, M.D., D.P.M. 
Consultant Psychiatrist, St. Francis Hospital, Haywards Heath 


DEPRESSION manifests itself in a number of nervous diseases and is of 
profound importance not only because there is a risk of suicide, but because 
cases of lesser severity endure lengthy periods of sadness which can often 
be remedied rapidly once the diagnosis is established. At the outset it is 
important to mention a paradox: that many patients complaining bitterly 
of depression are not truly depressed, or the depression is a complication 
of some other nervous disease, whilst in other cases the patient denies 
depression but is obviously suffering from a depressive illness. 


PSYCHOPATHIC PERSONALITIES 

A large number of patients admitted to the casualty wards of general 
hospitals following suicidal attempts are found to be surprisingly free from 
depression, and are more inclined to be sullen, histrionic or relieved. One 
may see this type of case before the attempt, and the affect is not appropriate 
to the severity of the complaint, as for example a woman complaining of 
‘terrible depression’, who had made fourteen unsuccessful attempts at 
suicide in twenty years. These are inadequate psychopathic personalities 
who act impulsively, nearly always with the conscious knowledge of the 
attempt being easily discovered or thwarted by others, although they may 
accidentally succeed. It is this group of patients that has led to the popular 
fallacy among doctors that a patient who talks of suicide will never commit 
the act. Unfortunately, patients who are suffering from a depressive 
psychosis not only talk of suicide but often succeed. 


SCHIZOPHRENIA AND PARAPHRENIA 

In schizophrenia patients will often repeat that they are very depressed, 
yet show features typical of a schizophrenic process. They complain without 
any marked emotional display, showing apathy and flattening of all 
emotional reactions. If distracted they may laugh fatuously and inappro- 
priately a moment later. A tendency to bizarre ideas will readily be elicited, 
and if the disease has progressed to any extent the complaint will often be 
bound up with delusions. Suicidal attempts do occur, usually impulsively, 
in response to hallucinations, and often with great vigour, making this 
type of case a scrious risk at all times. It is only in early cases, before the 
personality has disintegrated to any degree, that the diagnosis may be in 
doubt. 

In so-called paraphrenia (nowadays often classified with schizophrenia) 
the patient may appear quite depressed. Here again, however, the degree of 
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depression is not appropriate, even if the reasons given by the patient were 
true; the reasons are usually obviously false even on superficial examination, 
based on delusional ideas. The depression is not quite as inappropriate as 
in schizophrenia because of the greater preservation of the personality which 
is stressed in the definition of this disease. Paraphrenia is midway between 
paranoia (a well-preserved personality with very plausible delusions) and 
paranoid schizophrenia (a deteriorated personality, with unsystematized 
delusions). In paraphrenia the delusions are less bizarre, although hallucina- 
tions occur. Treatment by E.C.T. often not only removes the depressive 
symptoms but improves the basic symptoms. 


REACTIVE DEPRESSION 
Reactive depression implies a state of unhappiness secondary to factors in 
the environment, bereavement, pain, an unhappy love affair or financial 
collapse being most commonly blamed. In his monograph Sainsbury (1955) 
has pointed out the importance of social and environmental factors in 
suicide, establishing significant correlations of the suicide rates with social 
isolation, social mobility and social disintegration. 

It is inherent in the human race to seek causes for every disease whether 
it be cancer, an infection or depression, in the same way as the unknown is 
felt as a threat and every occurrence is somehow classified and made to 
fit into the grand order of things, if not natural then supernatural. Thus, 
many reactive factors are found to be rationalizations by patient and 
relatives and have led to confusion and controversy: whether reactive 
depression is a distinct entity, or merely a form of endogenous depression. 
One can say that when depression is prolonged for a considerable period 
after the precipitating factor has passed, and when the symptoms to be 
described are present, then the treatment should be the same as for endo- 
genous depression. When depression readily and repeatedly occurs following 
minor stresses, and at times in the absence of stress, the constitutional factor 
is evaluated more easily. Mayer-Gross and his colleagues (1954) stress 
that although differentiation may be difficult, sometimes extremely so in the 
single case, it should be attempted and can succeed in the majority of 
patients. 

ENDOGENOUS DEPRESSION 
The concept of endogenous depression is one which the lay public find 
particularly difficult to understand. Within the limits of present knowledge 
this common disease is without known cause other than studies of genetic 
factors which are important. That depression can occur from within, without 
any real precipitating factor, and of such severity that a suicidal attempt 
may follow, is beyond the comprehension of people in ordinary life. That 
such a state of affairs exists is known only too well by every psychiatrist; 
the depressive element of manic-depressive psychosis and the morbid 
nature of the depression in contrast to ‘normal’ depression is well described 


by Yellowlees (1953). 
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Certain features are important in making the diagnosis, especially in 
cases of lesser severity which may drag on untreated because of the absence 
of classical features, and therefore are often diagnosed as anxiety states. 
Psychotic depression (the application of this term to milder forms of the 
disease has been criticized, but it does delineate this group from cases in 
which the reactive factor is valid, or in which emotional factors of an 
unconscious nature are postulated on the basis of knowledge of the case 
rather than purely theoretical interpretations) is divided clinically by 
Henderson and Gillespie (1956) into three groups, but this division is purely 
on the basis of the severity of the disease, without implying separate entities. 
Depressive stupor, acute depression and simple depression are the three 
categories, with three major symptoms present in varying degree : depression, 
psychomotor retardation and difficulty in thinking. The first two categories 
are so severe that the diagnosis is forced upon relatives and doctor as soon 
as the condition appears. It is the third group which is readily missed, 
especially in those patients who deny that they are depressed or, if they 
admit to this symptom, immediately qualify it by stating that anybody 
would be depressed with such a pain. Symptoms in this group often take the 
form of hypochondriacal complaints, and many of these patients are physic- 
ally investigated before a psychiatric disease is considered. The manner of 
the patient’s complaining is very helpful after one has seen a number of 
such cases. Retardation is minimal, and the patient complains bitterly, 
often imploringly, for investigation, operation, help and relief. They may 
weep and are often dismissed as ‘neurotics’ or hypochondriacs. Reassurance 
is of no avail, i.e. the patient is deluded in the severity of his complaint, 
justifying the use of the word psychosis. One often has to carry out useless 
investigations to gain the patient’s cooperation: at times on the under- 
standing that if normal they will accept treatment (E.C.T.), which produces 
a dramatic change in many cases of this type. Aids to furthering the diagnosis 
in early or mild cases are the family history (very often positive), a previous 
history of similar episodes or frank depressive symptoms, the previous 
personality, which is usually cyclothymic or obsessional, and the physique 
which is classically pyknosomatic in middle age but less obvious in the 
younger patient. 

Certain symptoms are almost diagnostic, and can be elicited by indirect 
rather than direct questioning in almost every patient, although, of course, 
only some symptoms will be present in each case. Ability to fall asleep, 
but waking early and not being able to get off again is the typical disturbance 
of sleep. A diurnal variation, feeling worse in the early morning and im- 
proving as the day passes, distinguishes from anxiety states where the 
reverse usually occurs. It is important to remember this fact when seeing 
patients at an evening surgery. Constipation where previously regular, 
loss of appetite where previously good, illustrate the somatic involvement. 
Lack of interest in hobbies, work and family is distressing and, linked 
with loss of feeling and difficulty in concentration, is often utilized by the 
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patient to rationalize feelings of self-criticism which may amount to marked 
ideas of guilt. Such guilt is rarely justified and should never be taken at its 
face value, however reasonably the patient may present his story. Guilt 
and depression are closely linked and, if the patient cannot dig up some- 
thing out of his cupboard to feel guilty about, he will develop delusions to 
justify his shame. Guilt feelings are unfortunately aggravated at times by 
the kind advice of others to ‘pull yourself together’, which confirms the 
patient’s belief that he is responsible for his illness. The psychoanalytical 
school rejects that depression is endogenous, and Fenichel (1946) outlines 
the theory of the shift of the emphasis of the personality from the ego to 
the super-ego secondary to a conflict at a narcissistic level of a need to 
feel loved. 


INVOLUTIONAL MELANCHOLIA 
Involutional melancholia is a distinct entity. It occurs predominantly in 
women at the menopause, without a previous history of manic-depressive 
psychosis. The previous personality is usually markedly obsessional, and 
agitation predominates rather than retardation, with hypochondriacal 
delusions of a nihilistic nature. 


SENILE DEPRESSION 
Roth (1950), in a review of senile psychoses, points to a delineation in 
recent years of the varying mental diseases which previously were banded 
together as senile dementia, and of great importance is the realization that 
cases occur of senile depression which are exactly similar to endogenous 


depression in the younger patient, the past history often containing previous 
episodes. Treatment with combined E.C.T. and relaxant drugs enables 
patients even in the ninth decade to achieve complete remission of symptoms. 


ORGANIC DISORDERS 

Depression may be the presenting symptom of a number of organic dis- 
orders, but evidence of personality changes, early dementia in chronic 
irreversible conditions, clouding of consciousness in acute and usually 
reversible conditions will usually be obtained. Cerebral tumour, arterio- 
sclerosis, general paralysis of the insane (more commonly than the grandiose 
picture so well known) or senile dementia are the organic conditions most 
likely to be complicated by depression. Temporal lobe seizures may be 
associated with depression. 
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GENERAL PRACTITIONERS’ FORUM 
A PRIVATE PRACTICE IN THE WELFARE STATE 


By PATRICK WOOD, M.B., B.S., D.Osst.R.C.O.G. 
Ipswich, Suffolk 


Has private practice any real place in general practice in Britain today? Is 
it a relic of outmoded privilege, or is it a vital and thriving alternative to the 
National Health Service? The answers to these questions must exercise 
the thoughts of any Minister of Health in office within the next few years. 

The purpose of this article is to describe a single private practice developed 
during the first decade of the National Health Service in an ordinary 
provincial town by an ordinary doctor. It will show that a ‘free’ service can 
be competed with successfully, even without the benefits of ‘free’ drugs and 
general practitioner insurance. What has happened in this one practice 
may be happening all over Britain. It is time to sound the alarm in the 
somnolent ears of bureaucracy, for an epidemic of private practice may be 
about to break out, and the National Health Service, an overweight body 
controlled by a dissident head, may succumb unmourned. 


THE PREDECESSOR 
At the time of his retirement the predecessor had completed over forty 
years in the practice. He was 79 years of age and was a fine example of the 


old-fashioned family doctor. He was a man whose kindliness of heart and 
depth of understanding made you feel at home with him at once. How often 
his patients had said that happy cliché that they only had to hear him on 
the stairs for them to feel better. He had been connected with the local 
hospital for many years as a part-time pathologist. He was a careful and good 
physician and, over the years, he had had one of the best practices in the 
town. With advancing age and inefficient coronary arteries he had gradually 
cut down his work, and since the advent in 1948 of the National Health 
Service he had done even less. He never considered, in company with many 
men of his age and with similar practices, joining the Service; he had never 
had any panel patients. For three months before his retirement he had done 
no visiting owing to ill health. His practice was naturally falling to pieces, 
and it was only the great loyalty and love for him of his patients that pre- 
vented every single one of them from finding other doctors. 

During the Autumn of 1950 he advertised his practice for sale in the 
medical journals. The author joined him in November 1950 and they 
practised together for one month—the old man doing the consultations and 
the young man the visits. He eventually retired on November 30, 1950, and 
is still living and taking an active interest in his old patients—several of 
whom still come to visit him. 
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THE PRESENT INCUMBENT 

The son of a suburban London general practitioner, he qualified in 
November 1944 from one of the great London teaching hospitals. He did 
three months as an assistant in a well-run urban practice, and then three 
months as an orthopedic and casualty house surgeon in a northern infirmary. 
In May 1945, he joined the R.A.M.C. and completed five years’ service. 
In May 1950, he obtained an appointment as junior obstetric registrar to 
another northern infirmary. He resigned from this on purchasing his 
present practice. This had been advertised as an entirely private practice 
for disposal. ‘Pleasant Georgian house in good residential area in close 
proximity to a hospital and nursing home’. Having spent his gratuity on a 
motor car and having no capital at all, he felt quite safe in coming to look 
at this practice just for the trip. 

The house was a pleasant one, the old doctor a delight. If only one could 
take on a practice like this as in the pre- National Health Service days! Such 
thoughts were curiously persistent. The practice was clearly only a skeleton 
of what it had once been—could it ever be clothed with living flesh again? 
Was there in fact scope for a doctor prepared to work hard and practise a 
high standard of medicine to earn his living in competition with a free 
service? No-one could answer this, but at best the odds against success were 
rather long. Consulting his father on the problem he was surprised and 
delighted by the encouragement he was given to use his own initiative and 
enterprise. The old doctor, interviewed again, was ready to come to 
terms. 

To cut a long story short, money was borrowed on mortgage from a 
Building Society, and some from a bank on security put up by his father, 
and the author was enabled to purchase the house and practice. He had a 
few hundred pounds to help with the furniture and on which to live for the 
first few months. His prospects were most uncertain. He had no special 
qualifications, practically no experience of general practice, most of the 
patients who were left were old, and he himself was nearly fifty years 
younger than his predecessor. His only assets were good health, energy, an 
encouraging wife, and a quite unreasonable optimism. 

One other asset he took over on purchasing the practice was the secretary- 
dispenser. She had been in the practice for over twenty years; she knew all 
the patients and she knew how to dispense. Her value was enormous, as 
not only did she provide continuity and stability for the patients at the time 
of the change-over, not only was she able to teach a totally ignorant young 
doctor how to dispense, but more important than both, she maintained a 
cheerful optimism about the future coupled with every sort of practical 
assistance to the doctor and his young family. 


rHE WORK OF THE PRACTICE 
On December 1, 1950, the first day in practice alone, there were no con- 
sultations and only four visits to be done. Those four visits were all to old 
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people, and only one of them is alive today. In the first week of December 
1950, 65 patients were visited, in the second week 88, in the third g2, and 
in the fourth 98. The total work done in the month was 389 visits and 102 
consultations. It was an encouraging start. It will be noted at once that 
visits exceeded consultations by nearly four to one. This is a complete 
reversal of what is found in the normal practice. The high figures for visits 
in this practice are due to two main factors: the very considerable percentage 
of old people and the large amount of serious illness. 

That there should be many old patients in the practice to begin with was 
natural; they had grown old with their doctor. The average age of the new 
patients who have joined the practice since is much lower, but still well 
above that in most practices. The large amount of serious illness in this 
practice is a reflection of the age factor and also of the fact that seriously ill 
or potentially seriously ill patients tend to come to a private doctor. In 
some practices a high degree of serious illness would not raise the visiting 
rate as nearly al! such patients would be sent to hospital. It has been one 
of the fundamental principles of this practice that the right place for the 
great majority of seriously ill patients is their own home. 

Without meaning to be pompous the room where the doctor sees his 


patients has always been called the consulting room, never the surgery. 
However busy the doctor is, an attempt has been made to preserve an un- 
hurried atmosphere in the doctor’s house. Patients rarely come for a con- 
sultation for a trivial reason. Whether this is because they have to pay, or 
because every complaint is taken seriously is hard to judge. The final, and 


probably the least important, factor affecting the consultation/visit ratio 
is the desire of some patients to be seen for convenience in their own home 
rather than coming to the doctor’s house. ‘The number of this type of patient 
is diminished by the appointments system and, with the passage of time, 
by an appreciation of the busy life the doctor leads, and a desire to relieve 
the burden upon him as much as possible. 

Looking at the monthly records over the past seven years, the con- 
sultation/visit ratio has never been more than 1 : 5.3 or less than 1 : 1.5. 
The higher proportion occurs in the winter (October-March) when there is 
much acute illness and old patients are less inclined to come out, and the 
lower proportion in the summer (April-September). The seven-year 
consultation/visit average over the whole year is 1 : 2.9 with the summer 
average of 1 : 2.59 and a winter average of 1 : 3.25. In the seven years, 
51,972 visits have been made, and 17,791 consultations carried out. The 
number of visits in the winter, 28,855, shows a 24 per cent. increase over 
the summer figure of 23,117. The consultations remain practically constant 
throughout the year: 8,872 in the winter and 8,919 in the summer. The 
busiest months of the winter period are January and February, and of the 
summer period April and May. 

Taylor has estimated that the average number of doctor/patient contacts 
per person per year is 5.3. It is not possible to state what it is in this practice, 
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but a rough estimate would put it at about ten. This might be thought to 
be immediate proof of gross overvisiting, but it is hoped that it will be 
shown later in this article that real care of patients demands frequent 
attention. 

THE DEVELOPMENT OF THE PRACTICE 
Returning from this jungle of figures to the events of December 1950, 491 
doctor/patient contacts were made during the month, involving 140 different 
patients. It was encouraging to think that there must have been at any rate 
several hundred patients in the practice; but set against this was the 
realization that, if the work continued at about the same rate of five hundred 
services a month, it would not be adequate to meet living expenses, interest 
on the mortgage and the life assurance policies which covered it, and interest 
and capital repayments on the bank loan. Consultations were charged at 
the rate of 6s. 6d. each, and visits 7s. 6d. These figures had changed little 
since pre-war days despite the gross fall in the value of money. 

The young doctor obviously could not charge more straight away for 
fear of losing his few patients. What to do about those who had been seen 
for nothing by his predecessor was a difficult problem. Economically it was 
unsound to be charitable when living on borrowed money but against this 
had to be balanced the patients’ feelings, their old association with the 
practice, and the hidden goodwill they possessed. It was decided to continue 
to see them exactly as the predecessor had done. In the years that followed, 
this very small group of patients have repayed many times over their debt 
to the practice with services and kindnesses of all sorts. 

Financial anxieties were relieved to a considerable extent the following 
month. In January 1951 there was a widespread outbreak of influenza in 
the town and visits leaped from 103 in the first week to 163 in the second. 
The doctor was now really busy and he felt an affection for the influenza 
virus he had never before experienced! This epidemic was the opportunity 
he wanted to introduce himself to practically every patient he possessed, 
and gradually patients who had left the practice began to return. The total 
number of consultations and visits in the month was 780 and the chances of 
survival appeared much brighter. 

In the winter of 1952 one of the old private doctors in the town became 
ill. The author was invited to help him with a few visits in his practice and 
also to look after him medically. He died after a stroke in March 1953, and 
nominated the author as the successor to his small practice. This welcome 
addition was very much appreciated and the strength of the practice now 
was such that all thoughts of possible failure could be put aside. 


THE ASSISTANTS 
In the third week of January 1954, 195 visits were paid—an average of 
28 a day including Sunday. The strain was so great that an assistant was 
engaged on a part-time basis. He was used exclusively to help with the 
visits and did about twelve a day. He stayed for three months and tided the 
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practice over the busiest days of the winter and early spring. He was a 
middle-aged Scotsman, a kindly man, and one who had always practised 
good medicine. Because of his age he was unsuitable as an assistant with view 
to partnership. The problem of how to use him in the practice required 
careful consideration. In private practice the patient pays the doctor for 
his personal services and expects the doctor of his own choice to look after 
him. He does not take easily to a stranger, and particularly to a temporary 
stranger. Although there is much to be said for one doctor looking after a 
patient throughout a particular illness, it would have meant handing over a 
group of patients completely to the assistant. They would certainly have 
resented this. The only reasonable alternative was to share the patients and 
spread the assistant’s visits as thinly as possible throughout the visiting 
list. 

There is a great difference between pooling patients haphazardly and 
sharing them. In the former case they are simply divided up between two 
doctors without discussion and each sees the patients without knowledge 
of the other’s diagnosis or treatment. In the latter case the doctors discuss 
each case individually for a few minutes so that the patient has continuity 
of advice and also the benefit of two opinions. There is, undoubtedly, a loss 
of that delicate personal relationship which exists between the single- 
handed doctor and his patient. A patient whose health and life are in the 
hands of one man develops a trust and confidence in him which cannot be 
equalled. This dilemma must face all practitioners who find the work of 
their practice getting too heavy for them. Either they must refuse to take 
on any more patients, or they must take an assistant and face the worries 
and difficulties of persuading their patients to see the stranger. 

In this practice it was felt that continued expansion was the right course, 
and it was hoped that soon the practice would be big enough to support 
two men in both the summer and the winter. Two men working together as 
one. Not two different men treating their patients differently and with 
different standards of care, but two men, probably of totally dissimilar 
personalities, uniting together in harmony, discussing each patient fully, 
sharing the responsibility in difficult cases, and providing two intelligences 
and two sympathies to deal with all the multitudes of problems provided 
by general practice. This sounds very difficult in theory, but where there is 
a common purpose and sincerity its achievement is not difficult. Since 
October 1954, three full-time assistants have worked in this practice for a 
year each. Of diverse personality and outlook they have all succeeded in 
working together with their principal on this basis of shared patients. They 
have had to sacrifice the pleasure and fulfilment of being completely 
responsible for their own patients, but have had some compensation in the 
daily entertainment of robust clinical discussion. 

None of the three assistants had ever been in practice before. This was a 
great advantage as they had developed no slip-shod methods or outlook. 
They all worked hard and well, and the patients grew fond of each of them. 
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When it was time for the first one to go the patients were sad and appre- 
hensive. They said they could never possibly get used to anyone else and 
how much they hated a change. The second assistant soon won them over 
and when it was his time to go the lamentations were just as great. Constant 
changes are bad for any practice and it was important to ensure that the 
third assistant should remain permanently as a partner if he liked the practice 
and the practice liked him. Partnership had been offered to both the 
previous assistants, but declined by the first on sociological grounds and by 
the second for financial reasons. The third assistant was picked with great 
care and with this in view, and after a very successful and happy year he 
became a partner in April 1958. Both doctors know almost every patient in 
the practice, a great advantage when single-handed due to holidays, courses, 
or illness. 

The patients themselves, originally very difficult about being shared 
between the principal and his assistant, have gradually become acclimatized 
to this arrangement, and by the third year much less persuasion had to be 
used. In the future it is thought likely that each partner will have a small 
group insisting on being treated by himself alone, and that the bulk of the 
patients will continue to be shared. Once used to two doctors they seem to 
enjoy seeing them alternately. They take an enormous interest in all the 
doings of their doctor and his family, and this pleasure is doubled where 
there are two doctors. It is often argued that two, or three, or five is the best 
number for a partnership. The more there are the easier is off-duty, holidays, 
and illness, but when patients are shared, any additions must detract some- 
thing from the personal relationship with each patient. 

From the doctor’s point of view there is no doubt that the strain of single- 
handed practice when very busy is enormous. Half-days are impossible 
and even Sunday may become an ordinary working day to take some of 
the overflow from the rest of the week. 

The alternative to expansion was to increase the charges to the patients 
to such an extent that the cost of private treatment would automatically 
limit the size of the practice. This would have destroyed the original con- 
ception of an all-class practice and restricted it to people of means. It 
was felt that not only would this be unfair to the poorer patients who 
would be cast off, but that it might also have a bad effect on the doctor’s 
own perspective and sense of values. Between 1950 and 1958 the minimum 
cost of consultations has been increased from 6s. 6d. to 7s. 6d. and of visits 
from 7s. 6d. to gs. Visits out of the town are charged proportionately. Many 
patients twelve miles away are seen for under £1. Such moderate charges 
have undoubtedly aided the expansion of the practice. 


THE PATIENTS 
At the beginning, in 1950, the patients were mainly old. There ,were not 
more than six families with young children. They nearly all lived in Ipswich 
as the old doctor had been unwilling to take on the visiting of country 
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patients. He did, however, have some country patients who came up for 
consultations. If they became ill and confined to the house, they had to 
send for a local doctor. This arrangement did not seem very satisfying, or 
fair to the local doctor, so all such patients were told that the doctor was 
prepared to visjt them if they were ill at home. Gradually such visits 
developed in frequency and range. No-one was considered to be too far 
away and the natural limits of the practice were allowed to develop them- 
selves. It was found that the bulk of country patients were within seven 
miles of Ipswich, that a smaller group were within a twelve-mile radius, 
and that isolated patients would come from as much as twenty-five miles 
away. Visiting these long-range patients has only rarely caused disruption 
in the practice arrangements. The country practice has increased to such 
an extent that it now forms over a third of the whole practice. The country 
patients are of three sorts: the farming community, executives and business 
people who prefer to live out of the town, and the ‘county’. 

The heaviest proportion of old people is in the town part of the practice. 
Many of them are living on capital or small fixed incomes and inflation is a 
greater enemy than disease. The bulk of the patients are from the middle 
classes, with small contributions from the working class and the aristocracy. 
‘The range of occupations and professions is striking. There are lorry drivers, 
furnace hands, shop assistants on the one hand, and peers, bishops and 
generals on the other. In the middle there are barristers, solicitors, clergy- 
men, doctors, dentists, architects, interior decorators, builders, policemen, 
publicans and a whole host of others. This polyglot collection, peppered with 
an incredible variety of spectacularly tough old ladies, make general practice 
the fascinating kaleidoscope it is. 

One of the good effects the National Health Service has had on private 
practice has been to reduce greatly the number of bad debts. Now that any 
patient can obtain free treatment without difficulty there is little excuse for 
seeing a private doctor unless one really wants to pay him. Bad debts have 
not completely disappeared—there will always be a few haphazard souls 
who run up debts everywhere quite indiscriminately—but they are nothing 
like as worrying as they were. It occasionally happens that a patient feels 
that he can no longer afford to remain private, perhaps after a long and 
expensive illness. With several of these it has been possible by greatly 
reducing the fee, to keep them in the practice. They may have been patients 
of the practice for twenty or thirty years before the doctor arrived, and 
such a long association is not lightly broken. 


APPOINTMENTS 
When the practice was originally purchased in 1950 there were no appoint- 
ments attached to it. In 1953, an appointment was obtained as Medical 
Officer to a large cinema corporation. In 1954, the author became the school 
doctor to a boys’ preparatory boarding school. In 1956, he was appointed 
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medical officer to a big factory in the town. These varied appointments 
provide a regular income and a wide range of clinical experience. 


THE ORGANIZATION OF THE PRACTICE 
Consultations are arranged at the doctor’s house by appointment between 
10 a.m. and 1 p.m., 2 p.m. and 3.30 p.m., and occasionally at 6 p.m. for 
people who have been at work all day. In the first two years of the practice, 
appointments were booked at half-hour intervals. Since then, all new cases, 
insurance examinations, and known long cases (particularly psychiatric) are 
given thirty minutes and all others fifteen minutes. 

The thirty-minute consultations of the first two years might seem an 
incredible waste of time to some. They were, however, of enormous value 
to the doctor. They gave him time to take a proper history, to do a full 
examination of every patient, to keep proper notes, to dispense the medicine, 
and above all to get to know his patients. The other great advantage was that 
the doctor was able to relearn what he had been taught as a student about 
the routine of examination, and appreciate for the first time its tremendous 
value. With greater knowledge of the patients and a better technique it has 
been found possible to cut consultations down to fifteen minutes. Insurance 
examinations properly done take just over half-an-hour. It is often found 
with new patients to the practice, that only the history can be taken at 
the first consultation of thirty minutes, and a further appointment is made 
a day or two later for a full examination. When anxiety is present an 
examination of the part complained of is always made at the first con- 
sultation. 

Visits are arranged in the hours which remain. The main round starts 
in the afternoon after the last consultation. Usually country calls are tackled 
first in order to get them over in daylight. A return would be made for tea 
with the children at 5.15 p.m. Sometimes another consultation would be 
booked for about 6 p.m. and then the doctor would set out to complete his 
visits. ‘The number of these remaining to be done would vary between a 
minimum of seven or eight, an average of twelve to eighteen, and a maximum 
of twenty to twenty-four. Town visits could usually be carried out at the 
rate of four an hour. The number of hours work ahead of the doctor at 
6 p.m. would usually be three to four-and-a-half hours, and in the winter 
five to six hours work was not unusual. A light late supper would be waiting 
in the oven to be eaten when the day’s work was done. As many as 35 visits 
have been made in one day in the single-handed period and this has 
inevitably included a fair number of country calls. The strain of working 
from g a.m. to midnight day after day in the winter proved considerable. 

Two points will no doubt occur to the reader when these late hours are 
mentioned. How do the patients put up with a doctor who does not arrive 
until 11 p.m. or midnight? And how does the doctor’s wife put up with a 
husband who is never there? ‘The author does not know the answer to the 
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second question but the first is surprisingly easy to answer. Among the 
patients there are some who consider 8 p.m. much too late to be visited; 
on the other hand, there is a group who are only too delighted to see the 
doctor as late as he likes. Either they never go to bed until 1 a.m., or they 
suffer from insomnia, are lonely, or simply understand that someone must 
be left till the last. The doctor always has an affectionate feeling for those 
on the ‘late list.’ They are usually seen when he is dead tired, but the 
barriers of understanding are down, and friendship ripens quickly. Often 
it is the doctor’s job to turn out the lights and lock up the house when he 
departs. 

In addition to ordinary visits and consultations the doctor had two other 
commitments which took up a certain amount of time. The first of these 
was maternity cases. In private practice he felt he would not get sufficient 
cases to maintain his obstetric knowledge and experience at a reasonable 
standard. It was found that a doctor could be on the National Health Service 
Obstetric list although not on the general list for the provision of general 
medical services. Without prejudice to his private practice he could take 
such National Health Service maternity cases as came his way. The average 
has been about 15 to 20 a year. These maternity patients were seen by 
appointment in exactly the same way as the ordinary patients. The second 
commitment was assisting at operations. Whenever his own patients were 
operated on in the nursing home, the doctor would always be present to 
assist the surgeon. 


THE RANGE OF MEDICAL CARE 

The crux of medicine is what the doctor does for his patient. In general 
practice there is scope for the diagnosis and treatment of the great majority 
of diseases. Much more important than this is that it provides the 
opportunity to take care of individual people in both sickness and health. 
In order to take care of people in general practice, certain facilities are 
essential. The doctor himself requires little equipment: a stethoscope, 
thermometer, sphygmomanometer, auriscope, ophthalmoscope, syringes, 
and a roll of instruments. A sterilizer is an excellent thing to have, but a 
saucepan will do at a pinch. Various other items of equipment are useful 
but not essential. 

What is essential is access to x-ray and pathological laboratory facilities. 

In this area open access to the pathological laboratory has always been 
present. Chest x-rays and bone x-rays are also available to all doctors, and 
more recently cholecystograms, intravenous pyelograms, and some barium- 
meal examinations have been directly obtainable as well. All these facilities 
have been provided for the private patients of this practice in exactly the 
same way as the National Health Service patients in the area. Private x-ray 
examinations of all kinds have also been available during the last six years. 
These have been used when any delay is likely to cause anxiety or is 
medically inadvisable, or simply because the patient preferred a private x-ray. 





GENERAL PRACTITIONERS’ FORUM 225 


It would be completely wrong to give any impression that this practice 
could be conducted without consultant aid. The very nature of private 
practice brings the closest possible link between doctor and consultant. 
Good relations were soon developed with the consultants and all were 
willing to come and see patients under the domiciliary consultant scheme 
as well as privately. The doctor was always present at such consultations, 
not only to give his patient confidence, but also to discuss the case as fully 
as possible and learn what he could. When his patients went to see a specialist 
in his consulting rooms, the doctor would try to come as well. This was not 
always possible owing to other commitments, but when he did succeed he 
was always made to feel very welcome and by watching a consultant in 
action he was able to improve his own technique. 

Consultants in hospital are not quite as approachable as they are outside. 
They vary in their reaction to the general practitioner who comes to see 
his patients in hospital. In this practice the determination to provide 
continuity of care has meant that all patients who are in hospital, whether 
in private beds or public wards, are visited as often as may be considered 
necessary. Some consultants are delighted to see the general practitioner in 
hospital and are prepared to discuss the case with him; others convey a 
faint aura of suspicion of the interloper. This usually diminishes with the 
passage of time and the persistence of the practitioner. 

When a patient is sent to hospital he is usually filled with apprehension 
as well as illness. He feels he is going into an institution where he will 
become ‘a case of this or that’ rather than an individual. Everything is 
strange and rather frightening. There is great kindness, but often simple 
information is withheld from the patient and as a result he fears that things 
are worse than they really are. He is delighted to see his own doctor with 
whom he can talk without formality. He feels that the doctor understands 
him as a person. When he is discharged from hospital he usually likes his 
doctor to see him as soon as possible so that the adventure can be discussed. 
If the doctor can maintain continuity of interest if not of care while he is 
in hospital, it is a tremendous help to the patient. 

The impression created in the last ten years is that whilst the standard 
of general practice is only fair, that of hospital practice is beyond criticism. 
The general practitioner who often visits his patients in hospital cannot 
subscribe to the view that everything is perfect. In hospital the patient is 
looked after from the point of view of his day-to-day care by a recently 
qualified house officer who has no previous knowledge of him. There may 
be a registrar of greater medical knowledge, but very little more human 


experience to supervise him. The consultant may carry out his round once 
a week, sometimes twice. There is no fundamental reason why the care 
provided in hospital should be considered to be so much better than that 
which the family doctor can provide at home. With his previous knowledge 
of the whole man and his environment, the general practitioner, with satis- 
factory access to diagnostic aids, and in the favourable conditions of the 
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patient’s own home, should be able to compete with little difficulty with the 
hospital team. Patients do not want to go to hospital. If an operation is 
essential there is no alternative, but even then the patient could often be 
discharged home days earlier than he is if the surgeon knows he will be 
taken care of by his own doctor. 

Every patient seriously ill can be examined by his general practitioner 
once or as many times a day as is necessary. ‘To the general practitioner he 
is an individual and often a friend. In hospital there is sometimes a tendency 
to rely on the Sister’s report and not to examine patients anything like as 
often as a similar condition would be examined in the home. For this reason 
it is possible that delay in instituting treatment for complications may occur 
more often in hospital than it would at home. This may seem an unlikely 
paradox to some, but observation suggests that it occurs. Great and wonder- 
ful work is undoubtedly done in hospitals, but some of that work could be 
done as well, if not better, by family doctors in the patient’s own home. The 
limiting factor is nursing care. Relatives can often do much simple nursing, 
but sometimes there are no relatives, or they are completely occupied with 
vital jobs of their own. District nurses do a wonderful job, but more than 
twenty minutes per case per day is difficult to achieve. Home helps are of 
some use where the housewife is ill, but they do not themselves look after 
sick people. In this area they are almost unobtainable for anything other 
than maternity cases. The nights are always a grave problem, and there 
is a desperate shortage of untrained women to act as ‘night sitters’. Their 
job is not to do serious nursing, but to see that the patient is comfortable 
and safe at night, 

In this practice every effort has been made to treat all patients at home 
unless it is obvious that the hospitals can take care of them better. Apart 
from surgical cases, social reasons are more common than medical ones in 
influencing the decision of where the patient is to be treated. If private 
nurses can be afforded, or if the patient belongs to the British United 
Provident Association or some similar scheme, then the care of the patient 
in his home is greatly eased. Private nurses are not easy to find, but 
persistence often brings success. The sort of conditions which can be treated 
at home are legion. Congestive failure, cardiac asthma, coronary thrombosis, 
pneumonia, pyelonephritis, otitis media, cerebral vascular accidents, 
depressive psychosis, and all varieties of inoperable and secondary malignant 
diseases are amenable to home treatment. The therapeutic weapons at the 
family doctor’s disposal have increased amazingly. Provided he has the 
time and the skill to use them he can achieve much. 

The question of time needs a little consideration. Many patients say to 
the private doctor: ‘We come to you because you have time to examine us 
and listen to our stories’. In actual fact the private doctor may be working 
much longer hours than his National Health Service colleagues ‘who have 
no time’. One thing is certain; it is impossible to care for patients adequately 
unless one makes time for them. Tied up with this question is: ‘How often 
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one should see a patient who is ill?’ Many doctors will reply that once they 
have examined a case, made a diagnosis, and instituted treatment, and the 
natural history of the disease is towards recovery, then they have no need to 
pay any more visits. 

This conception of ‘minimum care’ is due to absence of incentive and is 
the root cause of much that is bad in general practice today. The proper 
conception must be ‘maximum care’. One must feel that one could not do 
any more for a patient. The thought may occur to the reader that in private 
practice there is a danger of overvisiting, and that the private doctor may 
spend much time in fussing old ladies and very little in ‘hard’ medicine. 
No conception could be more utterly false. In private practice there is so 
much serious illness, such a heavy weight of responsibility, and such a high 
standard to maintain, that there is no time for frills. This does not mean 
that patients are not treated like human beings with due courtesy and consider- 
ation, and with the understanding that every one of them is made 
differently. 

When patients are acutely ill they are visited every day. If they require 
crystalline penicillin they are seen twice daily and examined twice daily. 
A patient with cardiac asthma, or a coronary thrombosis, or on a drip, may 
need visiting many times a day. There is no substitute for frequent exami- 
nation. It is only in this way that major illnesses can be dealt with more 
successfully at home than in the hospital. Blood transfusion and intravenous 
therapy of all sorts can be carried out in the home without much difficulty. 
A single transfusion can be given without nursing assistance, but a pro- 
longed drip requires a nurse in the home. 


ROUTINE EXAMINATION 

The conception of continuity of care has been extended in this practice to 
cover routine examination at regular intervals for most of the patients over 
seventy, and for the younger ones in poor health. The interval for exami- 
nation may be as little as one week in the very old and feeble, and as much 
as a year in those of all ages up to ninety who are in good health. Many of the 
old people are visited in their homes whilst the younger ones usually come 
up to the doctor’s house for their ‘check-up’. These routine examinations 
provide an opportunity for getting to know every patient well. It is found 
that only after several examinations have all the physical signs been 
recognized and assessed correctly. When that patient becomes ill and 
develops new signs and symptoms their importance is much more easily 
recognized. For instance, a woman of seventy-five develops fever and a 
cough. On examination she is found to have moist sounds at one base. 
Pneumonia may be suspected and intensive treatment started, but prior 
knowledge of that patient’s lung bases may have disclosed that these moist 
sounds were always present and the case may be a simple febrile cold. 

In addition to getting to know their physical signs these routine visits 
have enabled the doctor to get to know the whole man and his environment, 
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while the patient has got used to his doctor and to know more about him and 
his family. This mutual understanding is of the greatest possible help when 
serious illness is to be faced. Many times these routine visits have enabled 
early treatment to be started for minor conditions, At times they have 
produced major rewards as the following facts will show. 


Since December 1950 two enlarged spleens have been found at routine exami- 
nation. One case was a splenic anemia and the other a reticulo-sarcoma. One cystic 
fibroid and one ovarian cyst have been discovered. One patient was found: to be 
losing weight and a carcinoma of the rectum was discovered although there was no 
local symptom. 


The most remarkable figures of all are for carcinoma of the breast. In 
the last four-and-a-half years seven cases of carcinoma of the breast have been 
discovered when the patients were unaware of its existence and had made 
no complaint. In one case not included in this figure, malignant disease was 
suspected due to loss of weight and tiredness, but a thorough examination 
revealed nothing. Three months later the patient came back with an obvious 
carcinoma of the breast situated directly under the nipple. The original 
search had been unsuccessful as the breast had been examined with more 
regard to delicacy than competence. 


FINANCE 

Any author is reluctant to disclose his personal financial details for obvious 
reasons. In any case the success of a practice cannot be judged on the 
income it produces. Nevertheless, it is hard to convince people that a good 
career can be made in private practice. ‘Io some it would seem a precarious 
livelihood eked out in fierce competition against the vast resources of the 
National Health Service. “You may last out for a while’, the pessimists say, 
‘but what of the future? People won’t go on paying when they can have free 
attention’. 

When this practice was purchased in 1950 the National Health Service 
was two years old and the days of private practice were considered to 
be numbered. The practice itself was falling to pieces due to the age and 
infirmity of the principal. ‘The purchase price must have seemed reasonably 
high to the conservative. Despite the prognostications of the gloomy, the 
income of the practice has increased steadily each year. Associated with this 
has been an enhancement in the capital value of the practice—an important 
factor when disposing of a share. Thus it has been possible for a young 
doctor without any capital to borrow a very considerable sum, establish 
himself in practice, furnish and purchase his house, begin to educate his 
four children (three of them boys), cover himself adequately with insurance, 
and finally to pay off the major portion of his debts all within the space of 
eight years. As to the future, the partnership formed is confident of 
continued expansion. 

This financial stability has been achieved by charging fees which can 
only be described as modest. 
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DISCUSSION 
The reader of this article may say: “There is nothing new in all this. This is 
just an ordinary and mundane story of general practice which has all been 
written before, and much better written at that!’. 

This would have been perfectly true before 1948, but a revolution has 
taken place in medical practice since then. The startling fact is that general 
practice of the pre-1948 era can still be practised today. Clearly it had 
qualities of such durability and strength that it was capable of surviving 
any upheaval. Surviving not only in the wealthy areas of the West End of 
London and in the great cities, but in an ordinary provincial town. 

What are these qualities? Why is private practice indestructible? Are 
there a hundred different answers to these simple questions or is the 
solution obvious? It is the author’s submission that private practice survives 
because, despite ten years of a ‘free’ service and the soporific influence of 
the Welfare State, there are a great many people prepared to pay their 
doctor in order to be properly looked after. You cannot buy health, but by 
paying for it you may keep it. Even the comparatively poor will pay if they 
can find someone who will really take care of them. People do not want a 
flashy doctor, or an unapproachable doctor, or a very learned doctor. ‘They 
want an ordinary man who is determined to do his best. 

The crux of the problem is incentive. Much has been written of the 
burden of the doctor’s life—his heavy responsibilities, long hours, and 
inability to call his soul his own. His profession is a vocation. Most recently 
qualified doctors are enthusiastic and keen. Only the strongest possible 
incentive can maintain that keenness in the face of the pain, suffering, 
mental conflict and family tragedy which encompasses the doctor on his 
every working day. In some, vocation alone is sufficient incentive. But 
most of us need something more. We need the respect and affection of our 
patients, sufficient facilities to take care of them ourselves in most circum- 
stances, and a financial reward commensurate with the amount of time and 
trouble we have taken. The National Health Service provides fairly 
reasonable facilities but falls short in the other two respects. 

Exactly what has happened to the doctor-patient relationship in the last 
decade is difficult to assess. That it is not what it used to be is certain, but 
does the fault lie in overdemanding and ungrateful patients or in dis- 
illusioned doctors? 

Dr. Guy Dain writes: “The absence of any financial barrier between doctor and 
patient must make the doctor-patient relationship easier and more satisfactory’. 
But a little later on: ‘Both doctors and patients would seem to set a better value on 
a Service if some payment is made at the time. This points to the need to look at, 
and appraise, some of the Medical Services in other countries where a fee-per- 
service system is in vogue, when considering future services in this country’. 

These paradoxical opinions are typical of many of the statements of the 
profession’s leaders in the last ten years. 

It is not proposed to argue the case for fee-for-service as opposed to 
capitation. Suffice it to say that fee-for-service is the foundation stone of 
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the finances of private practice, and at times of mental and physical ex- 
haustion at the height of an epidemic it is the knowledge that one is earning 
extra cash that keeps a man good-tempered and willing. 

Whatever facilities are provided it is the individual doctor who sets the 
standard. If the incentive is sufficient most men will take care. Once patients 
know that a doctor is really caring for them the doctor-patient relationship 
will certainly improve. 

What of the future? The National Health Service has brought a sad 
decline in the status of the family doctor and yet the tremendous thera- 
peutic advances in antibiotics and steroid therapy have opened new fields 
for treatment, and the weapons at the practitioner’s disposal are more 
formidable and effective than ever before. It seems possible for general 
practitioners working singly, or preferably in pairs and sharing their 
patients, to provide a service in their patients’ own homes which will restore 
to medicine its proper balance, and give the general practitioner equal 
importance with the hospitals. This cannot be done if one doctor is looking 
after many thousands of patients. In the future, remuneration will have to be 
arranged so that lists can be drastically curtailed, so that there will be an 
incentive to do good work, and so that ‘maximum care’ can be achieved. 

General practice must develop in one of two directions: towards the 
hospital or towards the home. 

Lord Moran is the champion of the former: ‘I believe the day may come when the 
pick of the general practitioners will work in hospitals in close partnership with 


consultants, and when that day comes, I believe that the success of the experiment 
will depend on a close blending of the two branches of the profession’. 


This leads one to inquire as to what is to happen to the rest—the average 
men who form the great majority—presumably the future for them is the 
routine sorting job.' The trend towards health centres, diagnostic centres, 
and group practices is the hospital trend. Each of these is an outpatient 
department in miniature. Inevitably the patient must become less of a person 
and more of a case. A high standard of medicine may be practised, but it is 
impersonal medicine. 

The alternative trend, the trend towards the home, has not yet been 
publicized and explored. If a general practitioner can assume personal 
responsibility for his patients, regard them as his direct individual charge, 
then he can care for them on the lines developed in this article. Here is the 
real definition of a general practitioner. It is quite simple and very brief—a 
personal doctor. 

If all that was good and fine in general practice throughout the century is 
not to be lost in the next ten years, then personal doctors, aided by insurance 
schemes for private patients, and fee-for-service schemes for State patients, 
must be encouraged to practise a high standard of medicine in the patients’ 
own homes, and thereby save the heart of medicine from the mind of 
medicine. For intelligence without feeling is the danger to the future of 
mankind. 





’ 


GENERAL PRACTITIONERS FORUM 


SYMPTOMATIC TREATMENT IN THE MENOPAUSE 


By MARGARET POLLAK, M.B., B.S., D.Osst.R.C.O.G. 
Walthamstow, London, E17 


ALTHOUGH there is a considerable amount of controversy concerning the 
etiology of the so-called ‘menopausal symptoms’ and their incidence in 
the general population, most practitioners see sufficient women with a 
clear-cut syndrome to be able to recognize the menopause as a clinical 
entity. It is one, moreover, which is often difficult to treat successfully 
but, if control of symptoms can be achieved, this restores a peaceful life not 
only to the patient but often to the whole household as well. 

There appear to be two definite groups of symptoms which are found 
in the menopausal patient. The first is the instability of the cardiovascular 
system, causing hot flushes, palpitations, sweating and sometimes dizziness. 
These would seem to be due directly to hormonal imbalance and may be 
controlled by some form of cestrogen (Bishop, 1950; Rogers, 1956), with 
or without small doses of androgens (Wilson, 1955). The second group of 
symptoms is rather less well defined but has probably been summed up most 
clearly by Malleson (1956), who described these symptoms as: (a) un- 
accountable fatigue with insomnia, and (b) alteration in mood causing 
irritability and depression. These symptoms have also been stressed by the 
majority of other authorities reviewing the menopause (e.g. McLaren, 1953). 
The etiology of these latter symptoms is not known, and many factors 
outside the menopause itself may play a part. These extraneous factors have 
been fully described by others but, whatever their causation, they occur so 
often in the menopausal patient who comes to her doctor for advice that 
they are certainly part of the syndrome. Treatment of these functional 
ills is far from satisfactory but it is generally recommended that some 
form of sedative such as a barbiturate should be given, in conjunction with 
a large measure of reassurance and psychological support. In a careful 
study of one thousand women (Women’s Medical Federation, 1933) it 
was shown that only 15.8 per cent. of women go through the menopause 
without any of the symptoms mentioned above, but the number seeking 
medical attention varies from 10 per cent. (Novak, 1954) to 75 per cent. 
(Hawkinson, 1938) in different series. 


SCOPE OF INVESTIGATION 
Because of the indifferent results of treatment with barbiturates, it was 
decided to assess the place of meprobamate, which is reputed to be effective 
in anxiety and tension, in the therapy of the psychosomatic disorders 
common in the menopause. 

Wilson (1955) has suggested that research into methods of treatment of 
the menopause could best be carried out by general practitioners, and this 
is probably true. In the first place, a general practitioner is the only doctor 
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to see and attempt to treat all grades of severity of the menopause in an 
unselected group of patients; in the second place, no elaborate tests or 
apparatus are needed to assess results. The symptoms being treated, 
apart from the flushes, are purely subjective and the aim of therapy is to 
make a patient feel better. If a patient says she does, in fact, feel better, 
treatment has been successful. Many criticisms have been levelled at trials 
carried out in general practice on the grounds that they rely mainly on 
subjective impressions, without confirmation from objective measurements, 
but in this particular syndrome subjective improvement is all that is 
required and the conditions of general practice would seem to be ideal. 

A double-blind trial was carried out testing meprobamate against the 
standard therapy of phenobarbitone in two East London practices. It was 
originally envisaged that approximately fifty patients would participate 
but illness prevented the completion of the trial. This meant that only 
sixteen women completed the two-month period of observation and treat- 
ment, which was a disappointingly small number and may leave the results 
open to criticism. Nevertheless, the results obtained in this smaller series 
are statistically so significant that it seemed worth while recording them. 
It is hoped, however, to extend the trial to include a larger series in due 
course. 


METHOD 
Nineteen consecutive women with symptoms typical of the menopause were 
included in the trial, but for various reasons three of them did not com- 
plete the two-month period of treatment and were excluded. 


Treatment consisted of either phenobarbitone, } grain (30 mg.) thrice 
daily, or meprobamate, 400 mg. thrice daily, and every patient completed 
one month on each form of therapy. The tablets were plain, white tablets 
identical in shape and taste, and the treatment was allocated by random 
selection. Assessments were made and new tablets given at the end of each 
fortnightly period. As the trial was of the double-blind type, neither the 
patients nor the doctor assessing the results of treatment knew the nature 
of the tablets used at any particular time. The set dosage of 1 tablet thrice 
daily was adhered to whenever possible but, if drowsiness or other untoward 
side-effects were troublesome, the dosage could be reduced by the patient. 

The following symptoms were assessed: (a) hot flushes, (b) insomnia, 
(c) lethargy, (d) nervousness and irritability, (e) general feeling of well- 
being. In each case, a pre-trial assessment was made and then improvement, 
no change, or deterioration from that original state was assessed at the end of 
each fortnight. Assessments were made by the same woman practitioner 
on a standard pro forma. It was explained to the patients that they were 
taking part in a trial of a new drug, but they had no knowledge of either 
medicament and the word ‘tranquillizer’ was never mentioned. The code 
for the various tablets was not opened until all the assessments had been 
made and the trial completed. 
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Scoring system.—The following scores were allotted to the five methods of 


assessment :— 
Flushes Improved 
Insomnia No change 
Lethargy Worse 
Irritability and nervousness 
Much better 
Patients’ subjective im- | _ Better 
pression of general well- No change 
being 7 Worse 


RESULTS 
The results of the trial according to these five methods were analysed 
separately in the following way. The two scores received by each patient 
for the two periods on each drug were added together, thus enabling a 
preference for one drug or the other to be recorded. If the scores were equal, 
there was, of course, no preference. The results are summarized in table I. 








Preference 
Number No 
of patients Mepro- Pheno- | preference | 
bamate barbitone 
Hot flushes 5 
Insomnia 9 


Lethargy I 
Irritability and nervous- 

ness 
General feeling of well- 


being 16 15 ° 











TasiLe I.—Summary of results obtained with meprobamate and with phenobarbitone in 
the treatment of menopausal symptoms. 


This table calls for littke comment. There was clearly nothing to choose 
between the two drugs so far as hot flushes were concerned, whilst for 
insomnia there was a slight (but not significant) preference for pheno- 
barbitone. On the other hand, the remaining three methods of assessment 
showed a striking preference for meprobamate; in fact, all fifteen patients 
making a preference on the basis of general well-being favoured mepro- 
bamate. 

Side-effects.—The only side-effect noted was drowsiness. This was com- 
plained of by seven patients on phenobarbitone and in five of these it was 
of sufficient severity to demand a reduction in dosage. One patient com- 
plained of slight drowsiness with meprobamate but a change in the dosage 
was not necessary. 

Requests for further tablets—Although it was made clear that the trial was 
for two months only, half of the patients asked particularly for further 
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supplies of tablets which they had been given at a certain stage of the trial. 
Seven patients asked for more meprobamate and one for more pheno- 
barbitone. The patients were, of course, unaware of the actual drugs and 
just asked for more of the tablets which had been given for the second 
fortnight or whatever was appropriate. 


DISCUSSION 

Despite the relatively small number of patients participating in this trial, 
the results are so striking that certain conclusions can be drawn from them. 
It confirms the fact that hot flushes are not influenced by sedative therapy 
although the patient may find that they worry her less and this is reflected 
in her general feeling of well-being. It suggests that the barbiturates are 
more effective in dealing with insomnia but as 44 per cent. of the patients 
complained of day-time drowsiness with half-a-grain. (30 mg.) of pheno- 
barbitone three times daily, this more than counteracts the beneficial 
effects in insomnia. It appears possible that these patients are unduly sen- 
sitive to the sedative action of the barbiturates which should be limited 
to a single dose on retiring, in addition to other therapy. 

The troublesome symptoms of undue lethargy and fatigue and the dis- 
turbing symptoms of irritability and nervousness were markedly improved 
by meprobamate, which would therefore seem to be a much more suitable 
drug for the treatment of these symptoms than the barbiturates. This is 
further reflected in the patients’ general feeling of well-being, as only 
one out of the whole series did not feel better when on meprobamate 
therapy. On the basis of these results, one can recommend that menopausal 
symptoms of sufficient severity to merit specific treatment, should be given 
meprobamate, 400 mg. three times daily, with the addition of a barbiturate at 
night for insomnia. (Estrogens should also be given for the control of hot 
flushes, if necessary. 

No significant side-effects occurred with meprobamate in this series, 
but it has been reported that rashes due to idiosyncrasy are found in about 
0.5 per cent. of patients and that these nearly always arise at the start of 
treatment (Charkes, 1958). It is therefore advisable to start all patients with 
a test period of twenty-four hours on 200 mg. of meprobamate twice daily, 
before going on to the recommended dosage. 

Finally, this trial shows the type of study that can be carried out under 
the conditions of general practice, and suggests that results obtained would 
be even more significant if a number of doctors cooperated in performing a 
joint investigation. 

SUMMARY 
In a double-blind trial 16 patients with typical menopausal symptoms 
were treated for one month with phenobarbitone, 4 grain (30 mg.) thrice 
daily, and for one month with meprobamate, 400 mg. thrice daily. 

The incidence of hot flushes was not altered. Insomnia was improved 
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by phenobarbitone but this drug also produced a high incidence of day- 
time drowsiness. Lethargy and irritability were significantly improved by 
meprobamate which also gave a feeling of well-being. 

I am indebted to the late Dr. C. Rutter and to Dr. G. Wolfe for allowing me to 
carry out this investigation on their patients, to Dr. B. W. Cromie for helpful 
criticism and to John Wyeth & Brother Limited for supplying the identical 
meprobamate (‘equanil’) and phenobarbitone tablets with the necessary random 
coding. 
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THE TREATMENT OF PSYCHONEUROTIC CONDITIONS 
WITH TRIFLUOPERAZINE IN GENERAL PRACTICE 


By S. S. ROWELL, M.B., B.S. 
Blackheath, London, S.E.3 


and M. L. J. SEGALL, M.B., B.S. 
Ilford, Essex 


It is the experience of all general practitioners that a considerable number of 
psychoneurotic patients in their medical charge do not easily fall into 
recognized categories of diagnosis and as a result cannot be treated with 
specific remedies. The diagnosis of psychoneurosis is often a ‘blanket’ 
diagnosis for what may be a wide variety of conditions. There is no doubt 
that eventually diagnostic aids and measures may permit us to treat such 
patients with more specificity and consequently with a proper understanding 
of the results of therapy. In a recent article in The Practitioner, Kagan (1959) 
discussed the use of a tranquillizing drug in the treatment of psycho- 
neurosis in general practice. We have been using trifluoperazine (‘stelazine’) 
in more or less the same type of case. Ferguson (1956) observed that many 
studies of tranquillizing drugs have been published, usually on hospital 
patients, but the studies did not impinge to any great extent on the problems 
we encounter in our daily work. Yet, it must be remembered that patients 
complaining of neurotic illnesses may form the bulk of our daily practice. 


SCOPE OF INVESTIGATION 
We have investigated a series of patients in two general practices in London. 
Many of these patients had already consulted psychiatrists in hospitals and 
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our diagnoses had been confirmed. Some cases are readily diagnosed but 
there must be a considerable number of patients, particularly in the anxiety 
state group, in whom the diagnosis is probably made in desperation rather 
than based on scientific method. 

Forty-eight patients were investigated in this series, 18 of whom were 
male and 30 were female. Their ages varied from 22 years to 86 years, with 





Average | 
Average | duration | Results 
| Number | Average} daily | of 


| 
| of age dose | treatment | 
| 








No 


Diagnosis | patients | (years) (mg.) | (weeks) l Excellent Good | change 





Anxiety state| 27 qa Ci 4 | 412.5 13 10 4 
Obsessional, | 
phobic and! 
paranoid states | ‘ 40 | 
Premenstrual 

tension “al 33 
Vomiting of 

pregnancy ..| 25 
Post-gastrec- | 

tomy vomiting | 38 


Menopausal . . | 53 


Depressed 
states 





2 36 





48 45 





| 
7 
| 
| 


| 
} 
} 
| 
| 


Total 








“| 25 15 | 





TasLe I.—Summary of results obtained from the use of trifluoperazine in psychoneurotic 
states. 


an average of 45 years. Record cards were kept and completed for all the 
patients so that the results of treatment have been assessed, first by the 
patients themselves and, secondly, on the results of examinations and 
questions related to appearance, tension, ability to concentrate, sleep, 
headaches, appetite, palpitations, generalized pains and so on. Patients 
suffering from anxiety states constitute the biggest group in this study. 
Patients with ailments considered to be psychoneurotic in origin are also 
included as they had not responded to conventional treatment to which 
they were first exposed. 

Trifluoperazine is available in 1-mg. tablets and the dosage was based 
on that suggested by Bordeleau and Gratton (1958) who published results 
of a trial in psychoneurotic patients. The dose suggested was 1 to 6 mg. 
per 24 hours. Trifluoperazine is a phenothiazine derivative and may be as- 
sociated with certain side-effects which are common to all such derivatives. 
Macdonald and Watts (1959) and Madgwick et al. (1958) have shown that 
with the high dosage employed in psychotic patients side-effects may become 
apparent with treatment, but are readily dispersed, but that with doses 
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under 15 mg. a day side-effects are unlikely; and at 6 mg. or less a day 
side-effects of any degree have not been described. The average dose in 
the present trial was 3.8 mg. daily and the dose per patient never exceeded 
6 mg. in the twenty-four hours. 


RESULTS 

A total of 48 patients were treated. The results, as summarized in table I, 
show that in 40 cases the response was good to excellent. In eight there 
was no demonstrable change or there may even have been some deteriora- 
tion. The duration of treatment varied from one week to five months, 
although one patient in a state of chronic anxiety has been under treatment 
for more than six months. Treatment was stopped in many patients once 
good results were produced, but in others, who also improved, it has been 
necessary to continue treatment in the hope that at a later date it will also 
be possible, if conditions permit, to stop therapy. 

Twenty-seven patients suffering from acute or chronic anxiety states have 
been treated from one week to about five months, with an average of 12.5 
weeks, and the results show that 23 responded most satisfactorily. In four 
there was no change. Some of the patients, who had periodically been taking 
a variety of other drugs for years, spontaneously remarked that trifluo- 
perazine was as good as, and often better than, most of the other preparations. 
Improvement was sometimes extremely rapid and this confirmed what has 
already been reported in psychotic patients by Macdonald and Watts, and 
Madgwick and his colleagues. Improvement could occasionally be described 
as dramatic because several patients afflicted with chronic anxiety for many 
years were restored to normal within a week or two of taking the drug. 
Freedom from emotional tension and a return of confidence were often 
remarked on, and several patients not in employment for long periods of 
time felt well enough to start work once more. The relief of tension was one 
of the most prominent improvements to be noted. 

Five patients suffering from obsessional, phobic and paranoid states 
responded most satisfactorily. Of eight patients suffering from premenstrual 
tension and mencpausal symptoms, six improved considerably. The two 
in whom there was no response had shown no benefit from any previous 
therapy, and must be regarded as a severe and almost insuperable test for 
any therapeutic measure. T'wo patients in a state of depression failed to 
show any change. Six patients suffering from persistent vomiting, four of 
them due to vomiting of pregnancy and two after gastrectomy, responded 
very well to treatment. Although the patients with vomiting of pregnancy 
felt well and were symptom free within a few days, ‘it was considered 
advisable to continue treatment for at least three weeks, as it is our experience 
that if treatment is stopped too soon symptoms recur. The two patients 
suffering from post-gastrectomy vomiting responded to treatment within 
three weeks. 
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Particular attention was directed to the production of side-effects. No 
side-effects associated with phenothiazine therapy were observed. There 
was no jaundice and, in several patients in whom the blood was investigated, 
there was no sign of hemopoietic interference. Although two patients 
complained of excessive lethargy and drowsiness, considering the diverse 
symptomatology of this group of individuals it can reasonably be claimed 
that with the dosage utilized no side-effects were observed. 


ILLUSTRATIVE CASES 

A male patient, aged 31, was seen in an acute state of anxiety. There had been a 
sudden onset of fear and depression with marked feelings of panic following a night- 
mare about death. He became very worried, consistently apprehensive, tension was 
marked and he could not perform his work. He lost appetite, his sleep was broken 
and he presented a sorry spectacle in the surgery. Trifluoperazine was 
administered in doses of 1 mg. thrice daily. Improvement was noticeable within five 
days and, after ten days of treatment, all his symptoms were responding satisfactorily. 
Dosage was reduced to 1 mg. ten days after beginning treatment, the drug was with- 
drawn on the 17th day. The patient was restored completely to normal and has 
remained so. 

A female patient, aged 41, had been diagnosed as a chronic anxiety state for 
several years. Due to her husband’s illness and financial difficulties she lapsed into 
a depressed, tearful and trembling woman. She complained of constant dizziness, 
was afraid she would lose control of herself and wanted to scream. She looked most 
apprehensive, tension was marked, sleep was poor, and she was losing weight. 
Treatment with trifluoperazine was begun—4 mg. daily—and within a few days 
distinct improvement was noted. Eleven days after the initiation of treatment there 
was a dramatic change in her condition inasmuch as all her symptoms had dis- 
appeared and to all intents and purposes she was a normal woman. Treatment is 
continuing. 

DISCUSSION 
General practitioners must resign themselves to the fact that they will 
continue to be consulted by a considerable number of psychoneurotic 
patients in whom all therapy has failed in the past. We have prescribed 
barbiturates, often with success, tonics, vitamins and a wide variety of 
other preparations with often doubtful, and certainly not lasting, results. 
Many patients who at first responded to this form of therapy returned to 
the surgery after varying intervals of time with the same complaint. If drugs 
can be used which will control psychoneurotic conditions and can restore 
patients to healthy and gainful lives, then we must use them until such time 
as better and more specific methods for treatment become available. We 
believe that trifluoperazine is a valuable drug for treating psychoneurotic 
patients and we intend to continue with this investigation on a wider scale. 

One of us, (M.L.S.) wishes to express his thanks to Dr. I. S. Gold for his 

cooperation in looking after some of his patients. 
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DISCUSSION ON COOPERATION IN 
GENERAL PRACTICE 


December 16, 1959 


Dr. F. H. Staines (Callington, Cornwall).—I propose to discuss the problem 
from the standpoint of a fully rural National Health Service practice with 
two partners, dealing with two medical officers of health, ten district 
nurses, and covering 100 square miles on the border of Devon and Corn- 
wall. Between 40 and 50 confinements, either in the mothers’ own homes 
or in local authority maternity homes are dealt with personally, and weekly 
welfare and antenatal clinics are run by the practice, assisted by the regular 
presence of a district nurse. The district nurses also act as health visitors. 


THE ENEMIES OF COOPERATION 

The enemies of cooperation are : (1) lack of subject interest, (2) lack of informa- 
tion, (3) overwork, (4) empire-building. The person who is bored, fed-up, 
floundering or disillusioned is incapable of working with himself, let alone 
other people. Information means not only knowledge that other services 
exist, perhaps merely a name and telephone number, but also details of the 
aims and methods of these services, and a knowledge of the appearance, 
voices, even character, of the members of those services. Overwork (more 
often imagined than real) must be avoided, both for oneself, and for other 
people. 

To know these enemies is at least part of the way towards overcoming 
them. Empire-builders must be either fired, avoided or laughed off. 
Information must never be demanded unless absolutely necessary—to sit 
for hours filling in forms on subjects not connected with professional skills, 
or with the well-being of a patient, breeds an attitude of mind, which can 
only be called ‘anti’. A positive effort must be made to spread information 
about each side of the joint undertaking, and to absorb information which 
is supplied. These opportunities for spreading information must be taken, 
not made; if made too often, especially by circulating bits of paper, 
suspicion of empire-building arises. 


WORKING TOGETHER 
Cooperation means two, or more, people working together—not just acting 
together. The whole effort is made for the patient—he #s the job. He must 
be kept healthy, by knowledge, advice and example. If this fails, illness 
must be prevented; if illness develops, he must be supported in his illness 
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Particular attention was directed to the production of side-effects. No 
side-effects associated with phenothiazine therapy were observed. There 
was no jaundice and, in several patients in whom the blood was investigated, 
there was no sign of hemopoietic interference. Although two patients 
complained of excessive lethargy and drowsiness, considering the diverse 
symptomatology of this group of individuals it can reasonably be claimed 
that with the dosage utilized no side-effects were observed. 


ILLUSTRATIVE CASES 

A male patient, aged 31, was seen in an acute state of anxiety. There had been a 
sudden onset of fear and depression with marked feelings of panic following a night- 
mare about death. He became very worried, consistently apprehensive, tension was 
marked and he could not perform his work. He lost appetite, his sleep was broken 
and he presented a sorry spectacle in the surgery. Trifluoperazine was 
administered in doses of 1 mg. thrice daily. Improvement was noticeable within five 
days and, after ten days of treatment, all his symptoms were responding satisfactorily. 
Dosage was reduced to 1 mg. ten days after beginning treatment, the drug was with- 
drawn on the 17th day. ‘The patient was restored completely to normal and has 
remained so. 

A female patient, aged 41, had been diagnosed as a chronic anxiety state for 
several years. Due to her husband’s illness and financial difficulties she lapsed into 
a depressed, tearful and trembling woman. She complained of constant dizziness, 
was afraid she would lose control of herself and wanted to scream. She looked most 
apprehensive, tension was marked, sleep was poor, and she was losing weight. 
Treatment with trifluoperazine was begun—4 mg. daily—and within a few days 
distinct improvement was noted. Eleven days after the initiation of treatment there 
was a dramatic change in her condition inasmuch as all her symptoms had dis- 
appeared and to all intents and purposes she was a normal woman. Treatment is 
continuing. 

DISCUSSION 
General practitioners must resign themselves to the fact that they will 
continue to be consulted by a considerable number of psychoneurotic 
patients in whom all therapy has failed in the past. We have prescribed 
barbiturates, often with success, tonics, vitamins and a wide variety of 
other preparations with often doubtful, and certainly not lasting, results. 
Many patients who at first responded to this form of therapy returned to 
the surgery after varying intervals of time with the same complaint. If drugs 
can be used which will control psychoneurotic conditions and can restore 
patients to healthy and gainful lives, then we must use them until such time 
as better and more specific methods for treatment become available. We 
believe that trifluoperazine is a valuable drug for treating psychoneurotic 
patients and we intend to continue with this investigation on a wider scale. 


One of us, (M.L.S.) wishes to express his thanks to Dr. I. S. Gold for his 
cooperation in looking after some of his patients. 
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DISCUSSION ON COOPERATION IN 
GENERAL PRACTICE 


December 16, 1959 


Dr. F. H. Staines (Callington, Cornwall).—I propose to discuss the problem 
from the standpoint of a fully rural National Health Service practice with 
two partners, dealing with two medical officers of health, ten district 
nurses, and covering 100 square miles on the border of Devon and Corn- 
wall. Between 40 and 50 confinements, either in the mothers’ own homes 
or in local authority maternity homes are dealt with personally, and weekly 
welfare and antenatal clinics are run by the practice, assisted by the regular 
presence of a district nurse. The district nurses also act as health visitors. 


THE ENEMIES OF COOPERATION 

The enemies of cooperation are: (1) lack of subject interest, (2) lack of informa- 
tion, (3) overwork, (4) empire-building. The person who is bored, fed-up, 
floundering or disillusioned is incapable of working with himself, let alone 
other people. Information means not only knowledge that other services 
exist, perhaps merely a name and telephone number, but also details of the 
aims and methods of these services, and a knowledge of the appearance, 
voices, even character, of the members of those services. Overwork (more 
often imagined than real) must be avoided, both for oneself, and for other 
people. 

To know these enemies is at least part of the way towards overcoming 
them. Empire-builders must be either fired, avoided or laughed off. 
Information must never be demanded unless absolutely necessary—to sit 
for hours filling in forms on subjects not connected with professional skills, 
or with the well-being of a patient, breeds an attitude of mind, which can 
only be called ‘anti’. A positive effort must be made to spread information 
about each side of the joint undertaking, and to absorb information which 
is supplied. These opportunities for spreading information must be taken, 
not made; if made too often, especially by circulating bits of paper, 
suspicion of empire-building arises. 


WORKING TOGETHER 
Cooperation means two, or more, people working together—not just acting 
together. The whole effort is made for the patient—he is the job. He must 
be kept healthy, by knowledge, advice and example. If this fails, illness 
must be prevented; if illness develops, he must be supported in his illness 
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by the skills of hands and brains, trying to cure his disease. If his disease 
cannot be cured, he must be taught to ‘live with’ his disabilities; if he dies, 
he must be helped to die in comfort and hope. No one person can do all 
of this, even for one single patient. 

The next step forward is to extend to all the skills and levels in the 
Health Service, under whatever authority, the principles and traditions of 
the specialist ‘consultation’. This putting together of heads as equals in 
different spheres, results in modification of each one’s opinions, and the 
emergence of an agreed plan for the patient’s welfare, carried out by the 
one with the appropriate skill. Why should not the district nurse be called 
in consultation when her special skill bears on the problem? Could not the 
health visitor call in the medical officer of health? 

If this principle of consultation, with its ancillary principle of the con- 
firmatory letter, could be extended between the two groups of doctors, 
general practitioners and those employed by local authorities, between the 
doctors and the nurses, and between the groups of nurses, then bad 
cooperation between the various facets of the Health Service would be a 
thing of the past, with ultimate benefit not only to all the professions 
involved, but especially to the patient, whom all exist to serve. 


Miss L. Joan Gray (General Superintendent, Queen’s Institute for District 
Nursing).—No amount of cooperation will avail unless one really knows 
the people with whom one hopes to cooperate: knows them personally, and 
knows and appreciates the contribution they can make for the common 
good. 
THE DISTRICT NURSE 

Of the 10,000 district nurses in Great Britain, over six thousand have taken 
district nurse training in order to equip themselves, not only as bedside 
nurses in homes of all types, but also to deal with the various social 
conditions they meet. A district nurse may choose to work in a city, 
specializing in district nursing; in afi urban or rural area where she com- 
bines general nursing with midwifery; or, as happens in a large part of the 
country, she undertakes district nursing, midwifery and health visiting. 

She works almost entirely under the direction of a general practitioner 
and her work is complementary to his. Together they strive to provide 
comprehensive care for the patient and the family. There is, however, a 
great deal more they could do to help one another. For example, some 
general practitioners visit homes regularly to give injections; this is a great 
waste of their time. It is highly desirable and of great help to the doctor 
if the district nurse can meet him at the patient's house sometimes. In the 
case of an extensive dressing, for instance, it is obviously to the benefit of 
the patient, as well as the nurse and doctor, if they can visit at the same 
time. A district nurse leaves,a report at each house, recording all drugs 
given and also a full report for the doctor and a note of any unusual signs 
or symptoms, Doctors are notorious for their bad handwriting, and a note 
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on the back of an envelope, fingered by relatives, is often unreadable by 
the time it reaches the nurse. Official message papers are invaluable. 
Many district nurses call at the doctor’s surgery to discuss patients and in 
some areas the medical group sets aside a short time each day for dis- 
cussions with the nurse. This stimulates her interest, especially if the doctor 
tells her the contents of the hospital report. Drugs are another problem. 
It is not generally realized that a district nurse is acting illegally if she gives 
a drug on verbal instructions from the doctor. 

With the National Health Service Act, the district nurse and the health 
visitor have tended to come together, and they now have a far greater appre- 
ciation of each other’s work. The full-time health visitor and the district 
nurse should meet regularly to discuss families both are attending, to decide 
where their individual duties lie. Where midwifery is undertaken, again 
close contact is necessary. The health visitor and district nurse/midwife 
should work together in antenatal and mothercraft classes; it is important 
for them to be seen working as a team by the mothers. Wherever possible 
the midwife should pay the final visit of the puerperium to the new mother, 
with the health visitor, particularly if the latter has not seen the mother 
during the antenatal period. In the new health centres, group medical prac- 
tices bring together general practitioners and public health nursing staffs. 


Miss Ann A. Graham (Principal Nursing Officer, Northumberland).— 
Administrative planning and top-level discussion will not, of themselves, 
achieve cooperation. No policies or plans will produce cooperation between 
uncooperative people. Achievement of cooperation lies within people them- 
selves, in their sincere desire to work together for the benefit of the families 
with whom they are both concerned. 


THE ROLE OF THE HEALTH VISITOR 

A large proportion of the doctor’s patients will be suffering from illness 
in which social and emotional factors play a part. The health visitor in the 
home is dealing with these underlying factors. The treatment of causes and 
effects of illness can be effectively synchronized by a true working partner- 
ship between the general practitioner and the health visitor. One of the 
obstacles to closer cooperation is that the health visitors work in defined 
areas, which do not always coincide with the doctor’s practice. A little 
more imaginative planning and freedom of action on the part of the health 
visitor ought to overcome this difficulty, to some extent at least. 

Cooperation is improved when general practitioners work in local 
authority clinics and, when the maternity services committee recommenda- 
tions are implemented, we may hope for further cooperation in the field of 
antenatal care. The antenatal period is the most receptive of all and it is 
then that the right maternal attitudes and basic principles of mental hygiene 
should be taught. This teaching is essential if we are to ensure to the 
children of the future the right emotional climate in which to develop a 
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stable, healthy personality. There is no reason why the health visitors 
should not take part in the education of all expectant mothers. They would, 
I am sure, welcome to their classes expectant mothers who attend the 
doctor’s surgery for antenatal care. 

Another field in which cooperation could be valuable is in research. 
Working together, the general practitioner and the health visitor, with a 
common interest, could make a valuable contribution to research in general 
practice. 

Teamwork is essential to effective domiciliary service and will only be 
achieved if all workers concerned recognize the advantages and need for it 
and if each considers the family first and individual status and feelings are 
forgotten. Cooperation generally will be furthered by joint meetings of our 
professional organizations, when subjects of common interest can be 
discussed and I look forward to a growing appreciation of their value. 


Dr. J. E. Haire (Medical Officer of Health, Guildford).—The chief essential 
for close cooperation between the medical officer of health and the general 
practitioner is for the former to keep on friendly and cooperative terms with 
his colleagues in general practice, and understanding their difficulties 
especially lack of time and clerical assistance when they are most busy. 
Necessary also is the observance of all ordinary and professional courtesies, 
prompt payment of fees due, and speed in answering inquiries, and the like. 


THE MEDICAL OFFICER OF HEALTH 

Existing contacts between the medical officer of health and the general practi- 
tioner are few, but can be developed. Discussions over measures to prevent 
the spread of infectious disease, especially in institutions, are always most 
valuable. A weekly bulletin of information on infectious diseases is a useful 
contact, and provides valuable information to general practitioners. It can 
also be used for giving other items of useful information, such as Ministry 
of Health advice over immunization procedures. Unofficial or informal 
notification of non-notifiable infectious disease or other sickness by general 
practitioners is useful, by means of a form which is distributed, reply- 
paid and addressed, to all practitioners. This maintains personal contact 
and unity of interest. There is special value in consultations over certain 
infections, e.g. Salmonella and Sonne, where local circumstances determine 
action as much as clinical conditions. 

The medical officer of health is often in a position to represent to his 
authority the needs of the private doctors’ patients when appropriate, and 
can interpret medical technical matters to his authority in simple language. 
General practitioners often ask the medical officer of health for advice and 
help for their patients in this way. 

Cooperation between the general practitioner and the medical officer of 
health is likely to grow closer, the general practitioner providing curative 
treatment for individual patients, whilst the medical officer of health 
provides the ‘social medicine’, the two making a harmonious whole. 





PROCEDURES IN MEASUREMENT OF 
THE BLOOD PRESSURE 
A HISTORICAL NOTE 


By WILLIAM HALL LEWIS, Jr, M.D. 
New York 


THE measurement of the blood pressure is one of the three most universal 
procedures in medical and physiological practices, the other two being the 
body temperature and the heart rate or pulse. In physiological research, it 
is often the most important. 

The development of procedures for measuring the arterial blood pressure 
has an interesting history. It was effected by the evolution of certain physio- 
logical concepts and by the ingenuity of construction of instruments. Con- 
tributions came from various men of different countries over a period of 
many years (table I). The chronology of sphygmomanometry is a classical 
example of progress in science being dependent upon the interplay of ideas 
and technical instrumentation. This basic postulate of scientific progress 
has been emphasized for the non-medical sciences*®. 

Clinical sphygmomanometry became a simplified, practical procedure by 
the association of three procedures: external compression, mensuration by 
manometer or anaeroid instrument, and auscultation of sounds to indicate 
systolic and diastolic phase changes of blood flow in an artery. The potential 
clinical technique and the design of more accurate instruments for indirect 
measurement of the arterial blood pressures in man were suggested by the 
studies and devices of Marey® ® and von Basch’. They combined the two 
factors of compression and mensuration into more concise and flexible 
physiological apparatus. Further improvements in technique and instru- 
ments over the next 25 years, especially from Riva-Rocci™, stimulated the 
study of the human blood pressures. With the introduction of auscultation 
by Korotkoff in 1905, the triad was complete. 


INTRAVASCULAR RECORDINGS 
The sphygmomanometric method of measuring human blood pressure is 
not considered to be wholly precise and accurate for various reasons. This 
limitation has often been acknowledged by the men who set landmarks in 
the evolution of the procedure*®. A review of their individual reports brings 
out the concept and the further advance in knowledge which each one 
sought by his additional improvement in technique. These investigators 
appreciated the situation that many problems remained to be studied or 
were newly presented for study by each forward step. In modern physio- 
logical research, direct intravascular blood-pressure mensuration has been 
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Year 
reported 


1733 





Author 


Hales! 


(England) 


Poiseuille* 
(France) 


Ludwig?® 
(Germany) 


Vierordt* 
(Germany) 


Marey® 


(France) 


Marey® 


(France) 


von Basch’ 
(Germany) 


Potain® 
(France) 


Mosso?® 
(Italy) 


Hiirthle’® 


(Germany) 


Riva-Rocci™ 
(Italy) 


Hill and 
Barnard!” 
(England) 





Method 


Direct arterial punctureand 
mensuration of height of 
column of blood in tube 


Same—with use of mer- 
cury in tube 


Same—with kymography 
attached to U-tube 


avter: (in 
1c<ure), 


Pelotte, 
place of direct p: 
connected to masometer 
and kymograph* 


over 


Hand-arm box-sleeve with 
manometer and kymo- 
graphy, plus mensuration 
of pressure necessary to 
obliterate the pulse wave 


Same—with portable metal 
manometer, finger only 


Pelotte, over artery, with 
manometer, and bag con- 
taining fluid 


Bulb over artery, with in- 
flation by second bulb. Air 
used for compression in 
place of water. Pressure 
recorded in portable metal 
gauge 


Smaller, to register press- 
ure in fingers. Air for in- 
flation 
Smaller instrument. Air 
type 


Rubber bag to encircle arm, 


inflated by air from a rub- 
ber bulb, pressure from 
arm bag being connected 
to a manometert 


Riva-Rocci apparatus with 
needle pressure gauge 
primarily for measuring 
diastolic pressure (aneroid 
barometer gauge) 


Fundamental principle 


Pressure of blood with 
manometer recording, in 
animals only 


Convenience and ready use 
of a small instrument 


Permanent graphic record 
for physiological research 


Dispensed with arterial 
puncture. Apparatus unre- 
liable and large 


Mensuration of blood 
pressure by manometer 
reading of counter- 
pressure to _ obliterate 
pulse wave, fluid system 


More flexible instrument 


Introduced use of pressure 
over artery; supplied by 
bag containing fluid of 
compression and connexion 
of mercury manometer to 
bag to record pressure 
necessary to compress the 
artery 


More flexible and practical. 


Air for compression in 
place of fluid 


Same 


compression of 
Armband 


Circular 
the extremity. 
4-6 cm. 


Sphygmometer for arterial 
pressure gauge, applied to 
clinical use 
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Year 


reported | Author 


Method 


Fundamental principle 





| von Reckling- 
hausen!® 
(Germany) 


190! 


Potain" 
(France) 


Stanton?® 
(U.S.A.) 


Erlanger** 
(U.S.A.) 


Erlanger and 
Hooker!’ 
(U.S.A.) 


| Janeway'*® 


(U.S.A.) 


Korotkoff!* 
(Russia) 


Krilov?® 


(Russia) 


Forssmann* 
(Germany) 


Richards, 
| Cournand, 
et al.**. 23, 24 


(U.S.A.) 





Hill- 
with 
12 to 


Riva-Rocci and 
Barnard apparatus 
wider armband of 
15 cm. 


Modified, same purpose 


Modified, same purpose 


Riva-Rocci—with kymo- 
graph 


Same. Study of blood 


pressure in men 


Wider armband more ac- 
curate 


Auscultatory in place of 
oscillatory methodt 


Source of sounds in aus- 
cultatory technique 


Direct catheterization into 
the human right heart by 
brachial vein 


Indwelling catheterization 
of human right heart by 
arm vein. Recording de- 
vices 


| states 


More accurate and written 


| cuff as affected by the 


Wider armband and more 
accurate 


Measured blood pressure 
in normal and pathological 


Measured blood pressure 
in normal and pathological 
states 


records of oscillation of 
pressure in the air-pressure 


pulse moos gem pressure 
also obtain 


Clinical studies and sta- 
tistical values 


Simplified technique for 
practical common use 


Same 


To visualize cardiac cham- 
bers with a catheter and 
injection of contrast 
material 


Direct, precise, intravas- 
cular and _§ intracardiac 
chamber pressures, for 
periods of time, under 
different conditions. 

















® This procedure, it has been reported (Brim™), was suggested twenty years earlier in 1835 by Herisson 
in France. Herisson’s apparatus did not have the kymographic attachment of Ludwig (1847). Failing to be 
utilized, Herisson’s suggested instrument did not spread the concept of a new clinical or physiological 
technique. 

+ Riva-Rocci and Korotkoff made their reports in journals of limited circulation. According to the Union 
List of Serials, the only issue of the journal containing Riva-Rocci’s report known to be in libraries in the 
United States is in the Army Medical Library and the issue with 4Korotkoff’s report in the Slavonic 
Division of the New York Public Library. For translations of both articles, see reference 29. 


TaBLe I.—Historical outline of the technique of mensuration of arterial blood pressure. 


the method of precision and choice, especially when simultaneous measure- 
ment of the venous and the arterial pressure is obtained. Peripheral venous 
and arterial pressure in man was measured directly only as an experimental 
and infrequent procedure. The technique of needle insertion had the two 
disadvantages of providing data which were immediate and temporary and 
under restricted activity. 
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CARDIAC CATHETERIZATION 

Direct catheterization into the right heart in man was first carried out by 
Forssmann*!; combining it with radiography, he sought visualization of the 
cardiac chambers by the position and motion of the indwelling catheter and 
by injection of contrast material. Utilizing this procedure, Cournand, 
Richards and co-workers**-**, 2? developed the design and technique of an 
indwelling catheter for frequent and continuous intravascular and intra- 
cardiac measurements over longer intervals of time without difficulty or 
excessive limitations of activity. These studies consisted of measurement of 
right arterial pressure, first by water manometer?’, then by an optical 
recording system**, which was extended to measure both right arterial and 
ventricular chamber and pulmonary artery pressure?*. The major venous 
and arterial chambers leading to and from the heart and the separate cham- 
bers of the heart in man have been explored for direct measurement of 
pressure, blood flow and volume output, during different physical and 
physiological events, different stages of disease, and different therapy. The 
resultant benefit to physiological and clinical knowledge and to treatment 
of cardiovascular disease has been considerable. 


SPHYGMOMANOMETRY 
The clinical measurement of blood pressure by the indirect sphygmomano- 
metric method continues to be one of the most valuable and practical pro- 
cedures in medicine. It was basic to the development of clinical knowledge 
by turning attention to function rather than morphology. Along with clinical 
thermometry, it led to precision in clinical medicine. 
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CURRENT THERAPEUTICS 
CXLVI.—HYDROFLUMETHIAZIDE 


By A. C. KENNEDY, M.D., F.R.F.P.S. M.R.C.P.Eb., 
Lecturer in Medicine, Muirhead Department of Medicine, Royal Infirmary, Glasgow 


CHLOROTHIAZIDE, a benzothiadiazine derivative, was synthesized, in 1957, 
by Novello and Sprague and quickly won deserved popularity as it soon 
became apparent from many clinical studies (see Bayliss, 1958) that it was 
an extremely efficient oral diuretic and that, with the exception of the 
question of potassium loss, it was free from undesirable side-effects. 

Since that time there has been considerable activity to improve still 
further on what was a major step in therapeutics, and two derivatives of 


cl Fyc nH 
Wa 


NH on 
H2NO2S & H2NO2S GS 


CHLOROTHIAZI DE HY DROPLUMETHIAZI DE 
Fic. 1.—Structural formula of chlorothiaz:de 
and hydroflumethiazide. 


chlorothiazide, namely hydrochlorothiazide and hydroflumethiazide, have 
recently become available. This article is concerned with hydroflumethiazide 
which is commercially available in this country as ‘hydrenox’, ‘naclex’ and 
‘di-ademil’. Preliminary observations on hydroflumethiazide appeared in 
1958, in the Scandinavian literature (Hobolth et al., 1958; Kobinger and 
Lund, 1958; Sele, 1958) and were quickly followed, in 1959, by more de- 
tailed and extensive clinical and laboratory studies in this country (Blagg, 
1959; Edmonds and Wilson, 1959; Jones and Jones, 1959; Kennedy et al., 
1959: Young et al., 1959) and in the United States (Ford and Nickell, 1959). 


CHEMICAL STRUCTURE 
Hydroflumethiazide is derived from chlorothiazide, and the close structural 
relationship of the two substances is shown in figure 1; a trifluoromethyl 
group replaces the chlorine atom and the thiadiazine ring is saturated. 


MODE OF ACTION 
The mode of action is essentially the same as that of chlorothiazide: namely, 
on the cells of the renal tubules causing decreased reabsorption of chloride 
and sodium and, consequently, a marked increase in salt excretion. In the 
great majority of cases, this salt diuresis is accompanied by a substantial 
increase in urinary volume. In successful cases the salt increase may be 
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fourfold or even greater and the tw :nty-four-hour urinary volume doubled 
or even trebled. Hydroflumethiazide causes some increase in the urinary 
excretion of potassium, but this is considerably less than the loss of chloride 
and sodium; furthermore, it is less pronounced than the potassium loss 
which occurs following the use of chlorothiazide. Nevertheless, it cannot 
be ignored and, if long-term therapy is contemplated, then appropriate 
replacement must be made as will be described later. Hydroflumethiazide 
does not appear to inhibit carbonic-anhydrase to any significant degree and 
there is little or no alteration in the urinary excretion of bicarbonate. In 
this respect it differs from chlorothiazide which produces a distinct increase 
in the urinary bicarbonate. 

In most cases diuresis starts within two hours of administration of the 
drug and is largely over within twelve hours, but several observers have 
noted that there is a tendency in some patients for the diuresis to be rather 
more prolonged, especially if a high dosage is employed (200 mg. or over). 
It is possible that this prolongation of effect is more liable to be a feature 
in patients with hepatic disease (Kennedy et al., 1959). Young and his co- 
workers (1959) have made an interesting comparison between the mode of 
action of the parent substance, chlorothiazide, and hydroflumethiazide on 
the basis of the excretion rates of the two substances in the urine. It appears 
that chlorothiazide is absorbed from the intestine less completely and 
excreted by the kidneys more quickly than hydroflumethiazide and it is 
probable that this phenomenon is responsible for the shorter action and 
larger dosage of chlorothiazide. 


On a weight for weight basis, hydroflumethiazide is about ten times as 
potent as chlorothiazide and this increased potency is reflected in the 
strength of the tablets which are 50 mg. (one firm also makes a 25-mg. 
tablet), compared with the standard chlorothiazide tablet of 0.5 g. In com- 
parable dosage hydroflumethiazide is cheaper than chlorothiazide. 


AS A DIURETIC 

The indications for hydroflumethiazide are essentially the same as those for 
chlorothiazide or any other potent diuretic. Fluid retention due to cardiac 
failure, the nephrotic syndrome, cirrhosis of the liver, premenstrual hor- 
monal changes, and miscellaneous other causes including steroid-induced 
cedema, should respond in the majority of cases to intelligent use of the 
drug, supplemented when necessary by other appropriate therapeutic 
measures: e.g. digitalis in cardiac failure. A less satisfactory response may 
be anticipated when the basis for the cardiac failure is chronic pulmonary 
disease or when the cardiac failure is complicated by renal insufficiency as 
shown by a high blood urea. 

In cases refractory to hydroflumethiazide it is always worth while trying 
the effect of chlorothiazide or hydrochlorothiazide, of mersalyl, or some- 
times of mersalyl plus a benzothiadiazine preparation. One should be 
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cautious, however, in necessarily attributing superior qualities to the second 
or even third diuretic employed as often in the few days that have elapsed 
since the first drug was used other factors have favourably influenced 
cardiac and renal function: e.g. digitalization, oxygen therapy, skilled 
nursing. 

It is probable that the optimum dosage is 200 mg. and it is unlikely that 
a significantly greater effect will be obtained with a higher dosage (e.g. 300 
or 400 mg.). When there is frank edema, 200 mg. of hydroflumethiazide 
given early in the morning three times weekly, for example on Mondays, 
Wednesdays and Fridays, would seem a satisfactory schedule in the early 
stages. As the edema is controlled the dosage may be progressively reduced 
either as regards the frequency of administration, or the amount given, or 
both. When long-term therapy is required the final dosage is very much a 
matter for individual appraisal and it would be unwise to be too rigid in 
the approach to this problem. Some cardiac patients do best with a single 
large weekly dose (200 mg.), whilst for others a satisfactory programme is 
the use of more frequent, but small, doses, such as 50 to 100 mg. twice or 
three times weekly. 

Whatever amount of the drug is being employed it would seem simpler 
to give it as a single dose early in the morning although some clinicians 
prefer divided doses throughout the day on the grounds that a more even, 
or ‘smoother’, diuretic effect is obtained and that this is less likely to incon- 
venience the critically ill patient. If the divided-dosage schedule is used it 
is important that the last dose be given quite early in the day: otherwise 
sleep may be needlessly interrupted. 


IN THE MANAGEMENT OF HYPERTENSION 
It is now established that the benzothiadiazine group of drugs may play a 
very useful part in the management of patients with essential hypertension, 
as they enhance the activity of certain antihypertensive drugs and, in addi- 
tion, control the tendency to fluid retention when cardiac decompensation 
is imminent. 

Hydroflumethiazide has not so far been as extensively tested as the parent 
substance, chlorothiazide, in the treatment of hypertension but there is 
nothing to suggest, from what is known of the action of the drug, that it 
will be other than successful for this purpose. Early observations have been 
made by Hobolth and his colleagues (1958) who reported a slight fall in 
blood pressure in some patients receiving the diuretic, and by Blagg (1959) 
who noted a satisfactory potentiating effect when hydroflumethiazide was 
employed in conjunction with ganglion-blocking drugs in two subjects. 

It is important to stress that if a patient who is receiving anti-hyper- 
tensive drugs is given a diuretic such as hydroflumethiazide then it is almost 
certain that a reduction, possibly to half, in the dosage of the anti-hyper- 
tensive drugs will be required. Careful supervision is essential during the 
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early stages of such joint therapy: otherwise catastrophic hypotension or 
possibly paralytic ileus (Holbolth, 1959) may result. 

It would be premature to be dogmatic about the dosage of hydro- 
flumethiazide to be employed when used in conjunction with anti-hyper- 
tensive drugs, but it will probably be of the order of 25 mg. twice daily, 
any increase being made with caution. 


SIDE-EFFECTS 
No toxic effects, such as drug rashes, blood dyscrasias or renal damage, 
have been reported from administration of the drug. Blagg (1959) remarks 
that two out of sixteen individuals studied experienced slight epigastric dis- 
comfort, but in Glasgow we have not observed this phenomenon in any 
of a very considerable number of patients receiving hydroflumethiazide, nor 
has it been commented upon in other published work. 

As already mentioned, hydroflumethiazide produces an increased loss of 
potassium in the urine and, although this appears less than in the case of 
chlorothiazide, it is advisable, nevertheless, to guard against potassium 
depletion especially in the following circumstances. 

(a) In patients receiving the drug for long periods, whether because of a 
persistent tendency to fluid retention or to potentiate the effect of anti- 
hypertensive drugs. 

(b) In patients receiving a digitalis preparation, as it is well recognized 
that hypokalemia enhances the effect of digitalis on the myocardium and 
may lead to digitalis intoxication (nausea and vomiting, bradycardia, 
extrasystoles). 

(c) In: patients suffering from hepatic cirrhosis in whom overenthusiastic 
treatment with hydroflumethiazide, or other benzothiadiazine drugs, may 
precipitate hepatic coma. 

A regular potassium supplement, such as potassium chloride 1 g. twice 
or three times daily, is a satisfactory safeguard against potassium depletion 
in most cases. The dose of potassium may be dissolved in water just prior 
to administration or, alternatively, a simple flavoured mixture may be pre- 
scribed. It is desirable that the serum potassium level (normal 3.9 to 5.6 
mEq/l.) be checked periodically in the circumstances listed above as 
the early stages of potassium depletion are not always productive of 
hypokalzmic symptoms such as muscle weakness and depression of tendon 
reflexes. 

If cardiac failure is complicated by renal failure then potassium supple- 
ments should not be given unless there are opportunities for frequent 
estimation of the serum potassium levels, because the renal inadequacy 
may lead to potassium retention and hyperkalemia even although hydro- 
flumethiazide is being given in high dosage. 

Apart from these circumstances a high dietary intake of potassium is 
usually a sufficient safeguard against hypokalemia. In the ill patient this 
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is most conveniently done by ensuring a liberal intake of fresh fruit juice 
or of tinned fruits and their juices. 


SUMMARY 
Hydroflumethiazide, a recently introduced benzothiadiazine derivative, is a 
powerful oral diuretic being about ten times more potent, on a weight for 
weight basis, than the parent substance chlorothiazide. It is available in 
50-mg. and 25-mg. tablets. 

The mode of action is similar to chlorothiazide in that it causes an in- 
creased urinary excretion of sodium and chloride. There is a concomitant 
loss of potassium but this is of less degree than with chlorothiazide. There 
is no significant inhibition of carbonic-anhydrase and bicarbonate excretion 
is uninfluenced. 

It is of considerable value as a diuretic in heart failure, the nephrotic 
syndrome, hepatic cirrhosis, and other states of fluid retenfion; a poorer 
response is likely in those with pulmonary heart disease or a high blood 
urea. In the majority of cases the initial dosage as a diuretic is 100 to 200 
mg. two or three times weekly, reducing, as the cedema is controlled, to the 
minimum dosage which individual clinical assessment reveals possible. 

Hydroflumethiazide promises to be at least as useful as chlorothiazide in 
potentiating the effects of anti-hypertensive drugs but its precise role in 
this respect has not yet been defined. 

The only important side-effect appears to be a tendency to hypokalemia 
in those receiving hydroflumethiazide for long periods, and in patients with 


hepatic cirrhosis. In these circumstances, and in any patient receiving 
digitalis, a potassium supplement, such as potassium chloride 1 g. two or 
three times daily, is advisable. 


References 


Bayliss, R. I. S. (1958): The Practitioner, 181, 216. 

Blagg, C. R. (1959): Lancet, ii, 311. 

Edmonds, C. J., and Wilson, G. M. (1959): Jbid., ii, 303. 

Ford, R. V., and Nickell, J. (1959): Antibiot. Med., 6, 461. 

Hobolth, N. (1959): Ugeskr. Leg., 121, 504. 

——, Thomsen, K., Hansen, P. F., Hagensen, N. R., and Opresnik, J. (1958): 
Ibid., 120, 1585. 

Jones, J. H., and Jones, J. V. (1959): Brit. med. ., ii, 928. 

Kennedy, A. C., Watson, W. C., and Cunningham, C. (1959): Lancet, ii, 309. 

Kobinger, W., and Lund, F. (1958): Ugeskr. Leg., 120, 1583. 

Novello, F. C., and Sprague, J. M. (1957): F. Amer. chem. Soc., 79, 2028. 

Sele, V. (1958): Ugeskr. Leg., 120, 1592. 

Young, D. 5S., Forrester, T. M., and Morgan, T. N. (1959): Lancet, ii, 765. 





CALLING THE LABORATORY 


II.—LIVER FUNCTION TESTS 


By N. F. MACLAGAN, M.D., D.Sc., F.R.C.P. 


Professor of Chemical Pathology in the University of London; Chemical Pathologist, 


Westminster Hospital 


As with all laboratory procedures, it is particularly important with liver 
function tests to have a clear idea of the type of case in which they can 


help. 


INDICATIONS 
Such cases may be roughly divided into two main groups:— 

Patients with known liver disease—These would include those with 
jaundice, with an enlarged liver and with established hepatic cirrhosis. In 
such cases the tests may throw light upon the cause of the jaundice or hepatic 
enlargement, or may be needed for prognostic purposes. 

Patients with suspected liver disease-—These might be, for example, those 
with pyrexia suggestive of pre-icteric hepatitis, or with dyspepsia sug- 
gesting cirrhosis. Alternatively, the patient may be suffering from some 
condition, such as heart failure, malaria, glandular fever or ameebiasis, in 
which the liver is likely to be secondarily involved. 


MATERIAL AND INFORMATION REQUIRED 

The material usually required by the laboratory would include a generous 
specimen (at least 10 ml.) of clotted blood, and a sample of urine which 
should preferably be collected during the afternoon. (Urobilinogen may be 
difficult to detect in morning specimens.) It is particularly important that 
the blood should be un-hzmolysed and the use of a dry-sterilized syringe is 
therefore desirable. If convenient, it is preferable for the patient to attend 
the laboratory in the afternoon when a timed urinary specimen may be 
collected for a quantitative urobilinogen examination. 

The pathologist will certainly be helped in his selection of suitable tests 
by knowing the type of case concerned, and the minimum information 
provided should include the main symptoms and particularly the duration 
of the condition, since in the early stages of liver disease rapid fluctuations 
of function are possible. ‘The following may be taken as a rough guide to 
the tests which are most popular at the present time. 
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ROUTINE TESTS 
Test Normal values 
Serum bilirubin (conjugated and unconjugated) o to 1 mg. per 100 ml. 
Serum alkaline phosphatase 3 to 13 King-Arm- 
strong units 

Serum flocculation tests 

Thymol turbidity 0 to 4 units 

Thymol flocculations oto 1+ 

Colloidal gold Oo 

Mercuric chloride o to 4 units 
Urine urobilinogen o to 1 unit per hour 
Qualitative tests for bilirubin and bile salts 
In many cases these simple tests will give all the required information, 

but in special cases it may be desirable to carry out some of the following :— 


SPECIAL TESTS 
Test Normal values 

Bromsulphthalein retention (only in the 

absence of jaundice) © to 5 per cent. at 45 minutes 
Serum albumin 4 to 5.5 g./100 ml. 
Serum globulin 508 we 
Paper electrophoresis of serum proteins 
Plasma prothrombin time 12 seconds 
Serum glutamic-oxaloacetic transaminase 

(SGOT) © to 35 Karmen units 


PRINCIPLES OF TESTS 
The principles underlying most of these tests are well established, but in 
the so-called ‘empirical’ tests—the flocculation and enzyme tests—they are 
not so well understood. 

The serum bilirubin level gives the best measurement available of the 
intensity of any jaundice which may be present and, since the excretion of 
bilirubin in the bile involves the process of conjugation with glycuronic 
acid in the liver, the proportion of conjugated to unconjugated pigment 
throws light upon liver function. Unfortunately, this test fails to differentiate 
hepatic from obstructive jaundice because in hepatitis the architecture of the 
liver lobule is largely destroyed and much conjugated pigment may be 
reabsorbed from the damaged bile capillaries, giving results very similar to 
those seen in obstructive jaundice: i.e. a rise mainly in the conjugated 
portion. A rise in the unconjugated fraction alone is very suggestive of 
hemolytic jaundice and may be a valuable pointer in this direction. 

Both the serum alkaline phosphatase and the serum glutamic oxaloacetic 
transaminase (SGOT) are secreted by the liver cell, and may reach the 
circulation in increased amounts in liver disease. It is generally considered 
that raised SGOT levels indicate liver cell necrosis rather than functional 
impairment, whilst increases in serum alkaline phosphatase are usually 
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associated with failure of bile excretion. This means that the latter enzyme is 
raised particularly in obstructive jaundice, whilst the SGOT rises to much 
higher levels in hepatitis where values over 500 Karmen units are usually 
encountered during the first few days of the disease. Values up to 300 units 
may be seen in obstructive jaundice and in the recovery stage of acute 
hepatitis. 

Bromsulphthalein is a dye which may be injected intravenously and which 
is normally excreted in the bile. Abnormal retention therefore indicates a 
failure of biliary excretion and the test is, in general, more sensitive than 
those depending upon endogenous biliary pigments. The test, however, is 
of little value in the presence of jaundice since some dye retention is usually 
seen in all types. 

The liver is the main site of production for the serum albumin, and a 
fall in the level of this serum protein is only produced by serious grades of 
liver damage. Prothrombin is also manufactured in the liver but here 
production may fail either from liver damage or because of impaired 
intestinal absorption of vitamin K, as in obstructive jaundice. Serum 
globulin is produced by the reticulo-endothelial system, and the raised 
levels seen in liver disease presumably indicate a response to the invading 
hepatitis virus. The electrophoresis of serum proteins in cases of known 
liver disease does not usually add very much to the estimations of albumin 
and globulin since the globulin increase is nearly always in the gamma 
fraction. 

The flocculation tests give information which is roughly parallel to the 
electrophoretic data. Thus, they are potentiated by the serum gamma- 
globulin and are inhibited by the albumin, so that positive results are found 
in any condition where this ratio is disturbed. The tests are therefore not 
specific indications of liver damage but are nevertheless valuable because 
of the high proportion of positive results encountered in infective hepatitis. 
Fortunately, in obstructive jaundice the results are usually negative. 

The urinary urobilinogen estimation is a useful test in the absence of 
jaundice since it depends upon the absorption of urobilinogen from the 
alimentary tract and its subsequent excretion by the kidney if the liver fails. 
In the presence of jaundice one cannot be sure that urobilinogen is being 
formed, and the test is therefore of less value. 


INTERPRETATION 

In many cases interpretation of the results requires considerable experience, 
and in doubtful cases the pathologist should be asked to express an opinion. 
The simple routine tests will indicate the presence or absence of jaundice, 
and may reveal a latent jaundice which is not clinically manifest: e.g. serum 
bilirubin from 1 to 3 mg. per 100 ml. In the presence of jaundice they will 
give a useful lead as to the probable cause as indicated below. 

In patients with suspected liver disease without jaundice any positive 
results may be significant, and in latent hepatic cirrhosis the bromsulph- 
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thalein and urine urobilinogen tests are perhaps the most sensitive. The 
supplementary tests will throw further light upon liver function, particularly 
in the absence of jaundice, and may be of value in prognosis. The serum 
protein estimates are particularly useful in established cirrhosis where 
values for the serum albumin below 2 g./100 ml. usually indicate a bad 
outlook. 

In the differential diagnosis of jaundice the hemolytic variety is suggested 
if a large proportion of the bilirubin is in the unconjugated form, with 
normal serum alkaline phosphatase. Alkaline phosphatase values over 35 
units, together with negative flocculation tests and moderately raised trans- 
aminase values, are particularly suggestive of obStructive jaundice. In 
hepatitis the flocculation tests will usually be positive, the serum alkaline 
phosphatase only moderately raised, and the transaminase level very high 
(over 500 units) during the first few days of the disease or with continuing 
hepatic necrosis. In hepatic and post-hepatic jaundice the plasma pro- 
thrombin is often reduced, and if this condition persists after vitamin K 
administration severe liver damage is probably present and surgical inter- 
vention will usually be contraindicated. 

It will be seen that in liver disease a large number of tests may show 
striking deviations from normal, and the main difficulty in interpretation 
is to know what type of liver disease might be responsible for any particular 
‘profile’ of results which may be encountered. In view of the multiplicity of 
functions of the liver, and of the diseases to which it is liable this situation is, 
perhaps, not unexpected. On the other hand, there is no doubt as to the 
usefulness of the contribution which these tests can make when interpreted 
intelligently with due regard to the whole clinical picture. 





REVISION CORNER 
THE CARE OF THE MARASMIC INFANT 


THE term ‘marasmus’ is still useful if taken to mean a state of malnutrition 
secondary to infection, metabolic disturbance, systemic disease, lack of 
nurture or, occasionally even in this country, lack of proper food. Marasmus, 
however, is not, as it was at one time, a clinical diagnosis. 


ETIOLOGY 
Chronic malnutrition is a world problem related to standards of maternal 
care, the prevalence of infections, and the supplies of dietary proteins avail- 
able. In some countries protein-containing foods suitable to be given to 
babies and young children are in very limited supply, and breast feeding 
continues as the main source of food well on into the second or third year. 
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Marasmus from a gradual failure of the breast to cope with the demand is 
a common problem. In other countries protein malnutrition of infants may 
be caused by religious, cultural or superstitious vetoes to giving certain foods 
at certain stages when they are urgently needed by the child. 

Marasmus is uncommon in Great Britain today because ignorance about 
infant feeding has largely been dispelled, and there is plenty of good protein 
for infants and small children. Nevertheless, it is still possible for a baby 
to reach a marasmic state owing to the persistence of mistaken notions about 
his true requirements: in short, for want of a square meal though living in 
the midst of plenty. Vining (1952) gave a much needed blast of fresh air to 
the subject of feeding disorders in infants when he attacked a number of 
vague and ill-supported concepts which had long prevented sound practice 
in the manner of feeding babies; for instance, that posseting, ‘colic’, ‘wind’, 
screaming, vomiting and abnormal stools were due to ‘infantile dyspepsia’ 
or to ‘fat intolerance’ and that overfeeding was a constant danger. 

Percentage feeding has long been debunked, not by scientific evidence 
but by the people—i.e. the mothers—who shovelled a little more dried milk 
powder into the mixture and found the babies liked it and grew fat. 
‘Humanized’ milks still linger on, however, among the galaxy of tins, and, 
although they suit a few babies, they are occasionally responsible for a 
‘dyspeptic’ (hungry) infant who has been fed on them too long. Babies 
must be generously fed. They should also be able to get their feed easily 
and enjoy it. 

Marasmus is bound up with infection. Poor nutrition decreases resistance. 
Infection impairs appetite and so a vicious circle may begin. Not all infec- 
tions have this effect (pneumonia is a strange exception) but chronic infec- 
tions generally do. Infection must therefore be looked for in all cases as a 
possible primary cause. 

ASSOCIATED SYNDROMES 
Recent advances in the understanding of the infant’s metabolism have 
thrown light on the causes of a clinical picture not uncommon in later 
infancy: the triad of vomiting, constipation and failure to thrive. These 
children are languid, their expression lacking in vitality, their limbs out- 
stretched and limp, the muscles flabby, the subcutaneous fat deficient, the 
skin loose and lacking turgor. In the soft abdomen the sacrum can be felt 
and many ‘marbles’, which are fzcal pellets. This state may be due to ‘renal 
acidosis’, a metabolic fault in which HCO, is insufficiently reabsorbed from 
the renal tubules and, in effect, leaks from the body in the urine. The 
plasma shows a low bicarbonate and high chloride level. It is also seen in 
‘hypercalcemia’, a condition probably due to excessive intake of vitamin D 
in the diet or an individual excessive response to this vitamin or both. As 
has been pointed out, ‘improvement in a nation’s diet carries with it many 
dangers usually not immediately obvious’. Paper chromatography has re- 
vealed in others an abnormal excretion of amino-acids (Fanconi’s syndrome). 
Renal rickets is another condition which has to be considered. In all these 
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syndromes there is some degree of renal impairment and excessive urinary 
loss with chronic dehydration. 

MANAGEMENT 
Nursing.—The baby needs to lie on a soft mattress, he should not be 
‘warmed up’, and must be handled with the greatest gentleness. Oxygen 
may help. Injections and similar traumatic procedures must be kept to a 
minimum. 

Fluids.—Restoration of fluid balance and establishment of a good elimina- 
tion by the urine will produce a marked improvement. In the presence of 
much vomiting and loose stools the gut should be completely rested while 
fluid is given intravenously (subcutaneously is not a good method in a 
wasted child). Electrolytes will need consideration. Ringer’s lactate is usually 
suitable for a start. Extra potassium may be needed. 

Exclude pyloric stenosis or a surgical cause of vomiting. 

Search for infection.—Particular attention should be paid to the ears, lungs, 
urine (by catheter if female), and skin. The presence of thrush must never 
be overlooked, and the possibility of esophageal thrush should always be 
borne in mind. Pathogenic strains of EF. coli or other enteric organisms 
should be sought for in the stools. Meningitis is sometimes present. 

First steps in improving nutrition consist of feeding by a ‘pyloric’ scheme 
with small, not diluted, feeds such as breast milk, evaporated milk, acid 
milks, yoghourt. 

Investigations.—When the infant is fit enough to endure venepuncture, 
urine collections and the like, investigations should be undertaken for the 


underlying cause: e.g. metabolic diseases, fibrocystic disease of the pan- 
creas, coeliac disease, abnormalities of the urinary tract. 
Mother love.—The lack of it may be the cause of the marasmus. 
Pediatric units admitting numbers of infants in a marasmic state should 
have a standard plan of treatment and investigations outlined and adhere 


to it. 


DeRMOD MacCarTHY, M.D., F.R.C.P., D.C.H. 
Pediatrician, Aylesbury, Bucks. 
Reference 
Vining, C. W. (1952): Lancet, ii, 99. 


SYMPATHETIC OPHTHALMIA 


It has been recognized for upwards of a thousand years that when one 
eye is injured ‘the good eye is also in great danger’, but it was not until 
1835 that MacKenzie gave a detailed description of the course of the 
disease and named it sympathetic ophthalmia. 

Sympathetic ophthalmia is essentially a bilateral uveitis with specific 
pathological changes: it is usually associated with a perforating wound of 
the eyeball involving uveal tissue, the healing of which has been delayed 
by incarceration of iris, ciliary body or lens capsule, or the retention of a 
foreign body. The ciliary region is reputed to be especially vulnerable and 
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the cornea less so. Contrary to an old belief, suppuration in an injured eye 
does not always prevent the disease. Children are said to be more susceptible. 

It is now a relatively rare disease, the probable incidence being less than 
2 per cent. of all penetrating injuries, but when it does occur the results 
can be so disastrous that it is essential that its main features should be 
familiar to all practitioners, not only in industrial areas where the incidence 
of injuries is high but elsewhere, since the initial trauma may be apparently 
trivial: e.g. by a thorn while cutting a hedge. Surgical wounds are not 
exempt, for it may follow a lens extraction, iridectomy or incomplete 
evisceration of the eyeball. Bilateral uveitis following a lens extraction, how- 
ever, may be due to ‘lens reaction’ giving rise to endophthalmitis phaco- 
anaphylactica. Clinically the two conditions are similar, but pathologically 
they are entirely different. Correct diagnosis in such cases is important in 
relation to treatment, and calls for considerable experience and clinical 
knowledge; a difficult situation arises when lens reaction associated with a 
hypermature cataract in the unoperated eye is superimposed on a true 
sympathetic ophthalmia. Rare causes are perforation of a corneal ulcer, 
subconjunctival rupture of the sclera, contusion of the globe and an intra- 
ocular malignant melanoma, but many such reported cases are difficult 
to assess. 

The shortest reported time elapsing between injury and onset is nine 
days and the longest forty-two years. Generally, the onset is not before two 
weeks, the most dangerous period being from the fourth to eighth weeks 
and, although always a possibility following a penetrating wound of the 
eyeball, it is very unlikely after a lapse of twelve months. 


ETIOLOGY 
Many theories have been advanced during the last 100 years, but only two 
can be considered seriously. 

The infective theory, suggested by the clinical behaviour and histological 
appearance, is not well supported because no organisms have been found, 
although many have been blamed—even a protozoon. The granulomatous 
nature of the uveitis has suggested that it is ‘a tuberculous manifestation 
resulting from a systemically innocuous tuberculo-bacillamia’. Failure to 
isolate an organism has led to the suggestion that it is a virus infection; the 
virus, normally in the conjunctival sac, gains entry into the eye through 
the penetrating wound, but how the infection becomes active in the injured 
eye and how it travels from the exciting to the sympathizing eye is unknown. 

The allergic theory.—Whilst this theory has much experimental work 
to support it, there are also strong arguments against it. Uveal pigment 
can act as an allergen and patients suffering from the disease may show a 
skin hypersensitivity to uveal pigment. On the other hand, the histological 
picture does not resemble an allergic response. 

Although there is no specific proof, the most attractive theory is that the 
disease is infective in origin due to a virus in the conjunctival sac becoming 
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systemic after injury, but not giving rise to general symptoms, its localization 
in the sympathizing eye being due to an allergic sensitization. 


PATHOLOGY 
Sympathetic ophthalmia was first recognized as a disease entity as a result 
of the histological work of Fuchs in 190s. 

It is characterized by a diffuse round-cell infiltration of the whole uveal tract, 
particularly the choroid. Initially, the infiltration is composed of lymphocytes and 
plasma cells, but aggregations of large epithelioid cells soon make their appearance, 
later coalescing to form multi-nucleated giant cells: eosinophils may also be present. 
Necrosis does not occur. The result is a thickening of the whole uveal tract which 
can easily be seen in section with the naked eye. The cellular infiltration quickly 
breaks through the pigment layer of the iris and not only spreads over the anterior 
surface of the lens, but also causes widespread adhesions between the iris and lens 
making mydriasis difficult or impossible. The pathological changes are identical 
in the two eyes. 

CLINICAL COURSE 

One of the difficulties in the management of a perforating wound of the 
eye is that there is nothing in the clinical picture which gives warning that 
the other eye is likely to become affected, but a persistent low-grade 
uveitis, with exacerbations of pain, photophobia, lacrimation and persistent 
ciliary injection would make one especially watchful. The appearance of 
inflammatory precipitates on the back of the cornea and lowering of the 
intra-ocular tension are particularly dangerous signs, but sympathetic 
ophthalmia has been known to occur after apparently rapid and normal 
healing of a perforating injury. 

The clinical picture in the sympathizing eye varies considerably. There 
may be intermittent prodromal symptoms such as sensitiveness to light 
and failure of accommodation, with slight lacrimation, ciliary injection 
and tenderness on pressure. These may disappear with treatment but if 
sympathetic ophthalmia has already developed in the exciting eye, the 
sympathizing eye will soon develop a serous iridocyclitis, with visual 
failure. Inflammatory changes in the anterior segment of the eye make 
fundus examination difficult, but patches of choroiditis and retinal edema 
may be detected, with blurring of the disc margins due to papillitis. The 
uveitis is characteristically of the plastic type; the iris becomes thickened 
and vascular and is bound down to the lens, while the pupil becomes 
covered with a vascularized inflammatory membrane. At first the tension 
is raised, a complication which may require surgical intervention, para- 
centesis through the cornea being the best procedure, but later, after a long 
and tedious course characterized by acute exacerbations with considerable 
pain, the eye becomes soft and the end-result is phthisis bulbi and total 
blindness. 

TREATMENT 
Sympathetic ophthalmia is a self-limiting disease. Its duration may be 
months or even years before burning itself out, vision in the meantime 
having been destroyed. The introduction of the corticosteroids has made 
a great difference to the prognosis since the eyes can be protected by adequate 
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therapy during the acute inflammatory and exudative phases and later by 
a suitable maintenance dose. 
Treatment falls essentially under two headings: 
(1) Prophylaxis.—{a) Repair of wounds with special attention to removal 
of incarcerated uveal tissue. 
(b) The removal of intra-ocular foreign bodies. 
(c) Enucleation before the onset of the disease. 
(2) Therapy.—(a) Mydriasis. 


(b) Anti-inflammatory corticosteroids. 


PROPHYLAXIS 

(a) The comparative rarity of sympathetic ophthalmia in recent years is 
due largely to improvements in surgical technique and the use of antibiotics. 
Clearly, a hopelessly damaged eye should be removed at once, but it is 
surprising how an eye which looks hopeless can be saved by careful 
reparative surgery. A conjunctival flap may be useful, but edge-to-edge 
stitching, made possible by the availability of exquisitely sharp corneal 
needles and fine, strong suture material, gives the best result. The sub- 
sequent placing of air in the anterior chamber is of great value in obtaining 
accurate apposition of the lips of the wound and preventing adherence of 
uveal tissue or lens matter. 

(b) Accurate localization of an intra-ocular foreign body is essential, and 
its removal must be carefully planned to minimize trauma. Fragments of 
magnetic metal are relatively easy, but non-magnetic materials—copper, 
lead pellets, grit or glass—present a more difficult problem and many 
ingenious methods and instruments have been devised for their removal. 

(c) During the 18th century veterinary surgeons destroyed the injured 
eye in a horse in order to preserve the other, but removal of the injured eye 
was not practised as a therapeutic measure until the middle of the 19th 
century. Enucleation of an injured eye before the onset of the pathological 
changes characteristic of sympathetic ophthalmia is undoubtedly the best 
way of preventing the disease, but the decision for or against this calls for 
considerable experience and judgment. Clearly, if the injured eye is so 
damaged that useful vision is improbable, immediate enucleation is 
advisable; if performed within fourteen days of injury, this usually pro- 
tects the second eye, but there is no hard and fast rule. An enucleated eye 
should always be examined histologically: if characteristic pathological 
changes can be demonstrated, the second eye is not safe and must be 
watched most carefully. Further, it is important that both the patient and 
his doctor should be aware of the possible significance of subsequent 
symptoms in the remaining eye. 

Once the second eye has become affected, the question of enucleation is 
debatable: removal of the exciting eye, if performed early, is said to have 
a good effect on the sympathizing eye, but if useful vision is still present 
in the injured eye, particularly if some time has elapsed since the injury, 
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it is better retained, because vision in this eye may 
better of the two. 


ultimately be the 


THERAPY 

Local treatment consists of the application of heat, preferably by hot- 
spoon bathings, cycloplegics, and analgesics for the relief of pain, which 
may be considerable. Initially a subconjunctival injection of mydricaine is 
most effective in breaking down synechiz and obtaining mydriasis which 
can be maintained by the use of atropine, 1 per cent. or 2 per cent. as 
drops or ointment. Cortisone injected at the same time as mydricaine is of 
immense value in controlling the inflammatory and exudative reaction. In 
addition to local treatment, the usual practice is to give one of the steroids 
systemically, reducing it after a few days to a maintenance dose, sufficient 
to maintain quiescence. Once the acute stage is passed, maintenance therapy 
must be worked out, remembering that the disease is characterized by 
relapses. Local treatment, including steroids as drops or ointment, may be 
sufficient without a systemic maintenance dose. 

Other remedies have been suggested: e.g. salicylates, phenylbutazone, 
protein shock, anti-diphtheritic serum and desensitization to uveal pigment. 
Failing a satisfactory response to hormone therapy, they may be tried, but 
each has disadvantages and the results are inconsistent. 

A. B. NuTT, M.B., F.R.C.S. 
Ophthalmic Surgeon, United Sheffield Hospitals. 


NOTES AND QUERIES 


‘Growing Too Fast’ 
QUERY 
her daughter is ‘growing too fast’. She has heard 


One of my patients is worried because 


of an which retards growth for a 
period. The daughter is thirteen, and is 5 feet 
64 inches (1.7 metres) tall and weighs 7 stone 
(44.4 kg.). She was 22 inches (55.8 cm.) long at 
birth and weighed 8 pounds (3.6 kg.). Her 


mother and father are tall 


injection 


The daughter shows 
no sign of any endocrine disturbance, and is 
fairly intelligent. My own feeling is that such an 
injection would be undesirable, but I should be 
grateful if you could let me have your opinion 
If, in fact, 
risks would be attached to it? 


there is such an injection, what 


REPLY 
bones during adolescence is due to the action 
of the appropriate sex hormone, cestrogen or 
androgen. Early 


Closure of the epiphyses of the long 


epiphysial closure leading to 


stunted growth may occur in children suffering 
from congenital aaienal hyperplasia, adreno- 
cortical tumour, interstitial cell tumour of the 
testis or granulosa cell tumour. 

Exogenous administration of androgen prob- 
ably has little if any stunting effect. Indeed, its 
protein anabolic properties have been used t 
accelerate growth. It is claimed, however, that 
exogenously administered cestrogen may lead to 
premature epiphysial closure. For instance, Max 
A. Goldzieher (J. clin. Endocr., 1956, 16, 249) 
treated 14 girls, whose growth was excessive, 
with originally in the form of 
cestradiol benzoate, 1.6 mg. daily by injection 
Oral therapy, however, in the form 
beestrol, 2 mg., or conjugated equine cestrogen, 
daily, is equally effective. Treat- 
continued until the height had 
remained stationary for three months or until! 
there was radiological evidence of closure of the 


cestrogen, 


of stil- 


2.5 to § mg., 
ment was 
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epiphyses. The only side-effect was either in- 
hibition of menstrual ‘break- 
through’ bleeding which was sometimes sup- 
pressed by raising the dose. When the treatment 
was finally withdrawn a progestogen was com- 
bined with oestrogen so that ‘normal’ menstrual 
bleeding could take place from a secretory 
endometrium. Treatment was usually given for 
nine months to a year 

All this seems perfectly reasonable and safe 
to me. Both doctors and parents have an under- 
standably conservative dislike of ‘interfering 
with nature’ but I am quite sure that this sort 
of régime could not produce any harmful effects 
either during the period of therapy or later, and | 
would approve of it if I were quite certain that 
it worked in a reasonable number of cases. | 
have, however, often administered cestrogen in 
fortnightly or three-week courses, with a week’s 
break, to girls of this age for other purposes, and 
have not been aware of any acceleration of 
epiphysial union 


bleeding ort 


Perer BIsHOP, D.M., F.R.C.P. 


Spasmodic Torticollis 

Query.—I have a patient, a female aged 68, 
who for the last fifteen or twenty years has had 
an intermittent muscular spasm involving one 
or other sternomastoid and trapezius muscle. 
Since she underwent an operation for uterine 
prolapse two years ago this spasm has become 
much worse. It is severe on going to bed. First 
thing in the morning it is absent but begins to 
show itself by mid-morning and lasts inter- 
mittently thereafter. There is no doubt that 
when her mind is occupied—threading a needle 
or washing clothes—the spasm is in abeyance. 
She is shy, does not like to go out to do her 
shopping, and becomes depressed at times 
perhaps truly reactive to her increasing dis- 
ability. 

A consultant orthopedic surgeon discovered 
signs of arthritis of the cervical spine and pre- 
scribed a Schautz collar in order to limit the 
spasm. She also had a course of physiotherapy. 
He did not rule out the possibility of a hysterical 
element in this spasmodic torticollis 
months later, because of lack of progress, I sent 
her to a psychiatrist who found ‘nothing 
of psychological significance’ and agreed that 
the diagnosis of spasmodic torticollis was correct. 

In my own humble opinion I feel sure that 
this manifestation must be almost pure hysteria 
and would be glad of further advice. Therapy 
at the moment consists of soluble aspirin and 
meprobamate with chloral hydrate at night 


Some 


Rep_y.—Spasmodic torticollis starting gradu- 
ally in middle age is unknown 
etiology, although a degenerative extra-pyrami- 


usually of 


AND 
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dal syndrome has been suggested as a cause 
Psychological factors may produce an exacerba- 
tion of the involuntary movements even in the 
organic form, due to increased tension. Treat- 
ment is unsatisfactory. Surgical section of 
appropriate muscles and cervical motor nerve 
roots, or operations on the basal ganglia are 
rarely indicated and would not be suitable in a 
long-standing case at the age of 68. 

Medical measures include sedatives such as 
amylobarbitone } grain (50 mg.) twice a day, or 
use may be made of the antispasmodics em- 
ployed in Parkinsonism. Alternatively, mephe- 
nesin carbamate, 1 to 1.5 g. three or four times 
daily after meals, is worth a trial. 

HevLen DIMSDALE, M.D., F.R.C.P 


Diabetic Diarrhoea 

Query.—What is the best treatment for noc- 
turnal diarrhoea in diabetes mrilicus? I have one 
patient to whom I have given ‘p’rxan’ 2 ml. 
daily for three weeks, with very sl’ :ht improve- 
ment. 


Rep_ty.—Only after steatorrhcea, adult ceeliac 
disease and the other causes .f diarrhoea have 
been excluded should the diagnosis of diabetic 
diarrheea be made, and even then only tenta- 
tive'v unless the more common manifestations 
ef diabetic neuropathy are also present. As in 
‘he treatment of other diabetic complications, 
really good control of the diabetes is probably 
the most important single therapeutic measure. 
On the assumption that diabetic diarrhea is 
due to neuropathy, full doses of vitamin B 
complex in the form of ‘parentrovite’ may be 
given intravenously two or three times a week 
for four weeks. In my experience, liver extract 
and cyanocobalamin are of little value in this 
condition. Ephedrine, $ to 1 grain (30 to 60 mg.) 
twice daily, seems to help in some cases, but 
the evening dose is liable to cause insomnia. 
Probably the most effective form of sympto- 
matic treatment is an evening dose of mecamyl- 
amine, starting with 2.5 mg. and increasing 
gradually according to the response obtained. 
Wi_rrip OAKLEY, M.D., F.R.C.P. 


A Vitiligo Problem 


Query (from a reader in the Middle East). 
A patient, aged 40, had a melanoma surgically 
removed from the anterior abdominal wall 
a year ago. The incision failed to heal due to 
infection and a further excision was carried out 
four months later. The pathological examination 
of sections (carried out in a laboratory in 
London) failed to reveal evidence of malignancy 
The mole had been present for many years and 
was removed when the patient noticed an 
increase in its size. 
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I saw the patient a month ago, suffering from 
extensive vitiligo of face, trunk and limbs— 
covering over one-third of the surface area of 
the body—of 10 months’ duration. The patient 
is extremely distressed because he is unable to 
carry on his work (a field surveyor) as exposure 
of denuded areas to sunlight, especially of the 
face, promptly produces painful blisters. In 
view of this, I have been considering systemic 
use of ‘ammoidin’ (xanthotoxin) as described 
by Professor H. O. Mackey in his ‘Handbook 
of Diseases of the Skin’ (pages 221-223). (I have 
in the past had most gratifying results from the 
use of this medication.) In this patient with 
a history of ‘a mole gradually increasing in size’ 
(with always a distant possibility of malignancy), 
would the use systemically of a drug to stimulate 
melanine production be contraindicated? 

I should be very grateful for expert advice. 
Rep.ty.—There would, I feel, be no risk at all 
of producing a melanoma from the systemic 
use of ‘ammoidin’. It would be unwise to 
combine systemic use with locai application since 
the patient’s vitiliginous areas are clearly highly 
sensitive to sunlight. Your reader may be in- 
terested to hear that his most ‘gratifying re- 
sults’ from the use of this medication have not 
been the general rule in this country. 

Hucu GorDON, M.C., M.B., F.R.C.P. 


Blood Grouping in Disputed 
Paternity 


Query (from a reader in Nyasaland).—What is 
the present status of blood grouping as a means 
of determining parentage in cases of disputed 
paternity? 
Repty.—The use of blood grouping in (1) the 
exclusion of paternity (or rarely maternity) and 
(2) the accidental interchange of babies in obstet- 
ric or pediatric nursing has now become 
securely established in most countries in the 
world. In England the tardy and unwilling 
acceptance by Courts of blood-group inheritance 
principles as proof of exclusion in disputed 
paternity cases has resulted in an almost negli- 
gible interest in the matter among lawyers con- 
testing such cases. In informed circles, however, 
the need for legislation is now obvious: Lord 
Merthyr’s Bastardy (Blood Tests) Bill which 
reached its second reading in the House of 
Lords in 1939 was referred by a Select Com- 
mittee for statutory approval. The 1939-45 War 
intervened, but the matter is now again being 
prepared for legislation. 
ABO, MWN(S) and the Rhesus group 
_ antigens are present at birth, and their inheri- 
tance follows a Mendelian pattern; a child 
cannot possess a factor that is not possessed by 
at least one of the parents. The average chance 
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of exclusion for a Western European man faced 

with a paternity issue, if the charge is false, is :-— 

= 0.1760 (i.e. 1 in 6) 

= oom i 

= 0.5526 (i.e. 1 in 2—~say a 50/50 
chance) 


On A B O grouping 
Plus M N § 9 
Plus Rh ” 


This, of course, is the average chance, not a 
putative father’s personal chance, for this will 
depend upon his, the mother’s, and the child’s 
personal groups. If the Kell, Lutheran and 
Duffy sera are also available the chances are 
raised to about 60%. In practice, a common 
OMWN child (not Rhesus tested) could claim 
97% of men as his father; an ABN child 
about 40%. 

The task of testing bloods for paternity work 
must: be done by an expert, not by any patho- 
logist, for there are technical difficulties with 
which only the expert can be familiar. It must 
be remembered that the test can never prove 
parenthood. It can only support or dismiss the 
circumstantial or verbal evidence. Many men 
who protest are, in fact, the father of the child 
in question, and blood tests showing that such 
men could have been the father of the child 
must not be allowed to go further. Some 
charges may conceivably be unjust, but not on 
the scientific evidence so long as it is made clear 
thac this can never prove paternity. 

KEITH SIMPSON, M.D., M.R.C.P. 


Otitis Externa 

Query.—The interesting article by Mr. Godfrey 
Collins on “The management of otitis externa’ 
in the December 1959 issue (p. 694) prompts 
me to send this query. 

I want to avoid both penicillin (by any route) 
and sulphonamides, partly because children (1 
am thinking almost entirely of infants) object to 
the needle and because there is still some risk of 
crystalluria, though nobody seems able to 
measure the risk; we are just expected to risk it 

an unhappy state of affairs. So I want to 
know what forms of reddening of the drum can 
occur in otitis externa without media. The 
article describes ‘bullous myringitis’. Do a few 
red streaks, i.e. ‘infected’ blood vessels, running 
over an otherwise normal looking tympanum, 
indicate otitis media or is that a usual accom- 
paniment of otitis externa? In short, what does 
the tympanum look like in otitis externa? I cannot 
get this information out of textbooks. 
Repty.—(1) I agree that many young children 
have a horror of the needle and that one often 
has to compromise by giving some form of 
penicillin by mouth, though even then I prefer 
to start treatment, if possible, by injection of 
500,000 units of penicillin so that a high blood 
concentration of penicillin is quickly reached. 
As indicated in the article, it is only in a com- 
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paratively small number of cases of the various 
forms of otitis externa that the administration of 
either penicillin parenterally or sulphonamides is 
necessary though one would naturally not with- 
hold them in conditions such as erysipelas or 
cellulitis. 

(2) The second point 
appearances of the tympanic membrane 
interesting one. 

In the acute forms of otitis externa there is 


raised—about the 


is an 


often some mild radial injection of the vessels of 
the tympanic membrane, owing to congestion of 
the area, but there is no bulging 

In the chronic otitis 
drumhead is usually normal or shows at most a 
faint pinkness, but in a_ neglected 
exudative otitis externa where pus and debris 
have lain for a considerable time against the 
tympanic membrane, definite redness may be 
present— seldom, however, quite so purplish- 
red in colour as the established case of 
otitis media. Occasionally there may be 
sessile granulations in a ring around the drum- 
head with small extensions on to the meatal 
wall, but this latter condition is not common 

Differential 
media is made by the absence of bulging, move- 
ment of the tympanic membrane on suction or 
auto-inflation, no evidence of perforation, and 
good hearing with usually normal tuning fork tests. 

(3) Bullous myringitis is likely to be the most 
confusing condition for a general practitioner to 
distinguish from an acute otitis media and a 
certain amount of controversy has at 
existed as to whether it should be classed under 
external- or middle-ear infections. It is probable 
that there is some slight serous effusion in the 
middle ear in this disease, though it is mainly 
the outer layer of the tympanic membrane that 
is involved. The purplish-red 
blood blisters, however, look very like a bulging 
drum. The 


forms of externa the 


chronic 


acute 


small 


diagnosis from an acute otitis 


times 


haemorrhagic 


most important distinguishing 
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feature has been mentioned in the article but 
here again the testing of the hearing is important. 
There is not the same degree of deafness as 
there would be in a case of acute otitis media 
of this severity and bone conduction is unlikely 
to be lateralized so strongly to the affected ear. 

E. Goprrey COLLINS, M.B., F.R.C.S.ED. 


Snake Bite in the Tropics 
Dr. GeraLp T. DuNGER (Lagos) writes.—I read 
and enjoyed the article on ‘Snake bite in the 
tropics’ in the September 1959 issue (p. 354). 
Although I agree that the tourniquet, cut-and- 
suck treatment is useless after the elapse of one 
or two minutes, nevertheless if applied immedi- 
ately it is extremely effective. I recently had an 
opportunity to assess its efficacy following a bite 
on the ring-finger from Causus rhombeatus 
(African night adder). The immediate bleeding 
must have eliminated most of the venom since, 
apart from a general muscular ache in the 
affected arm, I had no incapacity whatsoever 
The snake in question had not eaten for the 
previous week and therefore its venom glands 
were full 

I feel that the treatment of snake bite should 
undertaken on the spot, by en- 
lightened individuals, before the patient is 
removed to hospital. In practice most snake bites 
occur in areas remote from hospitals, and even 
where a hospital exists the native doctor is often 
consulted. Most fatal bites (cobra and mamba) 
kill their victims long before medical attention 
can be called on, and most hospital cases in 
Nigeria are the result of Viperines (Echis and 
the large vipers of the genus Bitis). I should 
therefore place great emphasis on the early first- 
aid treatment and secondly on education to 
enable the identification of venomous snakes, 
followed by specific anti-venom, other adjuvants 
such as respiratory aids and transfusions being 
given when necessary. 


alwavs be 
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Intra-articular Steroid Therapy 


A ‘WORTHWHILI is reported by Neil 
Cardoe (Proceedings of the Royal Society of 
Medicine, December 1959, 52, 1109) in 88°, of 
patients who received intra-articular injections 
of prednisolone trimethylacetate (200 mg. in 
3 ml.) for rheumatoid arthritis of the knee. In 


response’ 


the investigation upon which the report is based, 
80 injections were given into 2* different joints 
and involving 22 patients. The 
given by either the ‘normal anterior approach’ 
or, if aspiration was being carried out, by the 
lateral patellar approach. No local anzsthetic 


injection was 


was used unless aspiration was attempted. After 
each injection patients were advised to remain 
off their feet as much as possible for the rest of 
the day of the injection, but no other restrictions 
were placed on them. Those who had. had an 
effusion aspirated were advised to wear a crépe 
knee bandage until their next visit. A detailed 
analysis of the results shows that 24°, of the 
patients required only one injection, the response 
being so satisfactory that further injections were 

Several injections were required 
whilst 28 required repeated 


unnecessary 
by 26 


injections. 
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Sulphamethoxypyridazine in 
Urinary Infections 

“THE ability to act longer in smaller dosage 
suggests that sulphamethoxypyridazine has a 
useful place in the family of the sulphonamide 
group of drugs’. Such is the conclusion reached 
by M. Salvaris (Medical Yournal of Australia, 
October 24, 1959, ii, 595) as a result of his 
experience of the use of this drug in 120 patients 
with genito-urinary infections: 60 of these had 
acute infections, 35 had chronic infection, and 
in the remaining 25 it was given for prophylactic 
purposes. In 100 cases the average dose em- 
ployed was 2 g. on the first day and 1 g. on 
subsequent days: the dosage was divided into 
two equal amounts and given twice daily at 
intervals of twelve hours. In 20 cases the dosage 
was 0.5 g. daily, given in two doses of 0.25 g. 
each. Of the 60 patients with acute infections, 
48 completely recovered and were asymptomatic, 
with sterile urine, in three to seven days. Eight 
improved clinically, but not all of them had 
sterile urine. Of the 35 patients with chronic 
infections, clinical improvement was noted in 20, 
but there were recurrences in all but five of 
these. Fifteen had sterile urine for periods 
ranging from a few days to weeks. The smaller 
dosage schedule used ‘appeared adequate to deal 
with the ordinary urinary infection’, but it is 
recommended that a daily dosage of at least 1 g 
should be given in fulminating infections. None 
of the patients on the smaller dosage schedule 
had untoward reactions, but with the larger 
dosage seven (5°) complained of headache and 
nausea with or without vomiting, two had skin 
rashes, and two had urethral bleeding. 


A New Analgesic Agent 

‘SERNYL’ ~~ [1-(1-phenylcyclohexy])piperidine, 
monohydrochloride] is ‘undoubtedly U.e most 
potent general analgesic agent which has yet 
been used in clinical medicine’, according to M 
Johnstone and his colleagues (British Journal of 
Anasthesia, October 1959, 31, 433). It is ‘highly 
effective’ for pain arising in skin, subcutaneous 
tissue, muscle, bone, joints, pelvic floor, and 
perineum, but does not give complete relief from 
pain arising in the peritoneum, cceliac plexus, 
kidney, and testis. It is said to have ‘the unique 
advantage over other sedatives and analgesics 
that it does not cause depression of cardio- 
vascular and respiratory functions and can be 
safely used in elderly patients when opiates and 
other agents are contraindicated’. Its usefulness, 
however, is limited by the excitation which it 
sometimes causes, and which ‘has a disturbing 
resemblance to the acute toxic psychoses’. It 
is said to be a ‘safe and effective analgesic agent’ 
circumstances. As a_ sole 


in the following 
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anzsthetic agent for elderly hospitalized patients 
undergoing relatively superficial operations and 
endoscopies ‘when anzsthesia with conventional 
agents is considered inadvisable’. Postoperatively 
it provides ‘excellent relief from pain’ arising in 
skin, muscle, bone, joints, perineum, and pelvic 
floor. Excitation is suppressed by the previous 
administration of halothane-oxygen. It is a 
‘useful supplement to conventional anzsthesia 
in operations involving the perineum and pelvic 


floor’. 


Pilonidal Sinus 


‘PILONIDAL sinus is an acquired chronic foreign 
body sinus’ and ‘hair, not buried epithelium, 
is the primary pathogenic agent’, according to 
R. A. Raffman (Annals of Surgery, November 
1959, 150, 895) who bases his conclusion upon a 
review of 187 cases operated on between 1946 
and 1957. In the intergluteal cleft, where these 
sinuses begin, the hair ‘takes on the stiff, thick, 
brittle, crinkly characteristics of mature body 
hair’ at puberty. Repeated local trauma, poor 
local hygiene, and athletics lead to the accumula- 
tion of perspiration, sebaceous material, de- 
squamated epithelial cells, which is accentuated 
by the presence of the dimple seen so commonly 
in the depth of the cleft, and to softening of the 
skin. The continued trauma forces short pieces 
of hair into and through the softened skin. The 
implanted hair shafts set up a foreign body 
reaction, and epithelium grows down along the 
tracts of the shafts. Sooner or later infection 
occurs, with the formation of an inflammatory 
granulation tissue membrane containing foreign 
body giant cells, macrophages and pieces of 
encysted hair. On the basis of this pathogenesis, 
‘prevention of pilonidal sinus becomes a problem 
for the family physician’: instruction in adequate 
personal hygiene and removal of hair in the 
intergluteal crease. In obese, hirsute individuals 
these measures are especially important if a 
deep dimple is present in the intergluteal 
cleft. 


Epiphora and Myxedema 

Five cases of hypothyroidism in which watering 
of the eyes was the presenting symptom are 
reported by W. Hamilton Smith and his col- 
leagues (British Journal of Ophthalmology, 
October 1959, 43, 622). Four of them were seen 
by one ‘oculist’ within the space of two years, 
and the fifth was referred to him by another 
‘oculist’. In addition, details are given of two 
other cases of hypothyroidism seen by a 
physician, in which watering of the eyes was a 
prominent symptom. In each case investigation 
of the lacrimal apparatus failed to reveal any 
cause for the epiphora, and local treatment was 
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until relief obtained by ad- 
ministration of thyroid 
cases in which the 
measured, this was —25 
All the patients seen by 
exception of 


ineffective was 


extract. In the three 


basal metabolic rate was 
18°, and —40 

with the 
had had a subtotal 
thyroidectomy ten weeks earlier, were over the 
age of 60. All had some degree of puffiness of 
the eyelids. The gained by the 
authors of this report is that ‘patients presenting 
with epiphora have only a mild degree of hypo- 
thyroidism, and the diagnosis must therefore be 
entertained in the absence of most of the classical 
symptoms and signs of the disorder’. Relief was 
obtained by a dose of 2 to 3 grains (0.12 to 0.2 g.) 
of thyroid extract daily, but in two cases only 
small doses of thyroid were tolerated, because of 
associated angina pectoris, and in these relief of 
It is 


the ‘oculist’, 


one who 


impression 


the ocular symptoms was only partial 
concluded that ‘it cannot be rare for patients 
with mild hypothyroidism to present in the first 
instance to oculists with a complaint of watering 
of the eyes, often associated with stickiness of the 
lids in the mornings, which will be refractory to 
any form of treatment other than the administra- 
tion of thyroid extract’ 


Suppressive Treatment of 
Bilharztasis 

“Tue possibility of a suppressive management of 
bilharziasis by single doses of TWSb 
mony-a, a’-dimercaptosuccinate] given at inter- 


[anti- 


vals of one or several months’ is suggested by 
E. A. H. Friedheim and R. T 
of Tropical Medicine 
tember 1959, 53, 316). ‘The concept aims’, they 
say, ‘not at a radical parasitological cure, but at 
the suppression of the clinical symptoms and at 
rendering the patient no longer a 
infection. It is 
measure in hyperendemic areas’ 


de Jongh (Annals 


and Parasitology, Sep- 


source of 
health 
In a series of 


suggested as a public 
20 cases of Schistosoma hematobium bilharziasis, 
0.4 or 0.5 g 
muscularly as 4 or 5 ml. of a 10 
TWSb stopped the excretion of viable ova within 


a single dose of (given intra- 


solution) of 
three to twenty-five days, and they failed to pass 
viable ova for periods extending from two to five 
months after treatment. The injections were well 
tolerated. Attention is drawn to the possible risk 
of inducing drug resistance by 
administration of such subtherapeutic doses, but 


the re peate d 


it is noted that ‘at the present time no example 
is known of acquired drug resistance in metazoan 
parasites—in particular, of antimony resistance 

With optimum 
time interval between injections, it is suggested 
that, 
interval of six to twelve 


in schistosoma’. regard to the 
with single doses of 0.5 or 0.6 g., an 
weeks may suffice in 


endemic areas for the practical goal of main- 


NOTES 267 


, of patients, or of individuals 
not yet infected, ‘free from symptoms and viable 


taining about 95° 


ova 


Coronary Thrombosis and Duodenal 
Ulcer Somatotypes 

ON average, coronary thrombosis patients are 
heavier, taller, and broader than duodenal ulcer 
patients, according to D. E. Walker (Health 
Bulletin, October 1959, 17, 74) who has in- 
vestigated the problem in 117 patients with 
duodenal ulcer and 76 with coronary thrombosis 
All were average, he found the 
coronary thrombosis patient to be 19.91 pounds 
(9.04 kg.) heavier, 1.14 inches (2.89 cm.) taller, 
and 2.36 inches (5.99 cm.) greater in chest cir- 
cumference than the duodenal ulcer patient. 
The figures for a control series fell between these 
two groups, but equated more closely to those 
of the cororary thrombosis patients. From the 
available data it is impossible to say whether 
increased liability to coronary thrombosis is 
inherent in the individual of broad, squat skeletal 
type, or is a function of his liability to develop 
excess soft tissue weight. It is considered un- 
likely that decrease in appetite, or dieting, in the 
duodenal ulcer patient is a significant factor in 
of bodily dimensions, as the 
taken concern skeletal points 
where overlying tissue is minimal, and many 
duodenal ulcer patients put on weight as a result 
of dieting 


males. On 


the estimate 
measurements 


After-Effects of Splenectomy 
‘SpLeNectTomy has little effect in most healthy 
according to H. Begemann and W. 


people’, 
Gehle (German Medical Monthly, November 
1959, 4, 378) who have studied the records of 
héalthy people who had the 
spleen removed because of injury. Of these, 70 
died in the postoperative period, and 209 of the 
240 survivors were followed up for periods 
ranging from six months to thirty-six years after 
the operation. Apart from an increase in sidero- 
cytes and Howell-Jolly bodies, the only moder- 
ately constant change in the blood picture was a 
The hemoglobin and red-cell 
count returned to normal in five to eight months 
There was no evidence that the incidence of 
infections was any higher than in the general 
population, nor was any disorder of growth or 
development found in those who had had the 
spleen removed in childhood. Functional dis- 
orders of the autonomic nervous system were 
not uncommon: e.g. 77 complained of night 
sweats and clammy hands and feet, 74 of black- 
outs or fainting attacks, and 73 of persistent 
tiredness. In many the only significant after- 
effect was intolerance to alcohol. Thus, of 106 


310 previously 


lymphocytosis 





268 


adults accustomed to alcohol, 65 tolerated it 
less well after splenectomy. This intolerance 
took the form of nausea, vomiting and, in some 
cases, abdominal pain. 


Lymphocytes in Gargoylism 

THE examination of the films of peripheral 
blood, stained by (i) May-Griinwald-Giemsa 
and (ii) toluidine blue, from six patients with 
gargoylism revealed the presence of abnormal 
cytoplasmic inclusions in the lymphocytes in all 
six patients. In reporting these findings, Ursula 
Mittwoch (British Journal of Hematology, 
October 1959, 5, 365) states that in the case of 
the May-Griinwald-Giemsa films, in four of the 
patients some of the lymphocytes contained 
dark-staining granules in the cytoplasm, whilst 
in the other two clusters of vacuoles were seen in 
20% to 30% of the lymphocytes. In some of the 
patients in whom blood films were examined 
on more than one occasion, some of the films 
showed granules whilst in others there were 
only vacuvles, and it is suggested that under 
certain conditions the material of the granules 
is removed either before or during the process 
of staining. In the case of the toluidine-blue 
films, a proportion of the lymphocytes showed 
clusters of metachromatically stained granules 
in every These lymphocytic 
inclusions are considered of interest for two 
reasons. In the first place they may be of 
diagnostic value, particularly if it could be 
shown that they may be before the 
clinical abnormalities are fully manifest. In the 
second place the abnormal substance present 
in the lymphocytes might be of use in elucidating 
the basic abnormality of gargoylism 


case. abnormal 


present 


Nutmeg Poisoning 
NUTMEG has a 


traditional reputation as an 
abortifacient. A case of 
reported by R. C. Green, Jr 

American Medical Association, 
1959, 171, 1342), in a 28-year-old 
woman who took 18.3 g. of finely ground nut- 
meg ‘in an attempt to induce the menses’. The 
dose was taken at 22.00 hours, and at 05.30 
hours the next day she awakened, with a burning 
sensation in the lower abdomen and an ‘over- 
whelming feeling of impending death’. She soon 
became completely disorientated. On admission 
to hospital at 11.30 
stuporose. There was no cyanosis, the pulse 
was 100 per minute, the blood pressure 100/50 
mm. Hg, and there was a moderate degree of 
albuminuria. The pupils were small with no 
reaction to light, and the 
were absent 
twelve hours, and 
episodes of wild excitement with loud screaming 


nutmeg polsoning 1s 
(Journal of the 

November 7, 
married 


hours she was semi- 


extremity reflexes 


She remained semi-stuporose for 
then 


began to ‘experience 
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and manifestations of a fear of impending 
death’. She gradually recovered and was dis- 
charged home on the seventh day. ‘Because of 
the limited information available concerning 
nutmeg poisoning no specific therapy was given 
except for intramuscular injections of promazine 
hydrochloride during periods of excitement’. 
When seen ten days later ‘she reported that she 
was without symptoms’. The toxic factor in 
nutmeg is considered to be myristicin which, in 
the experimental animal, produces fatty de- 
generation of the liver. In the case reported 
here, however, no evidence of liver damage was 
obtained from liver biopsy or liver function 
tests. The toxic dose of nutmeg is said to be 5 g. 


Puck Aneurysm 

‘PucK aneurysm’ is the name given by J. 5S. 
Campbell and his colleagues (Canadian Medical 
Association Journal, December 1, 1959, 81, 922) 
to a traumatic pseudoaneurysm of the superficial 
temporal artery caused by a blow by an ice- 
hockey puck. Details are given of two cases, in 
which the pseudoaneurysm was removed, and 
in both of which it resulted from a blow by a 
puck on the left side of the head. In neither case 
was there any loss of consciousness at the time. 
When the swelling, which was about a centi- 
metre in diameter, developed it was neither 
tender nor painful. One was situated two to three 
finger-breadths antero-superior to the left ex- 
ternal auditory meatus, and only pulsated when 
it was pulled downwards towards the zygomatic 
arch. The other, which was non-pulsatile, was 
situated about two finger-breadths above the 
lateral end of the left eye. In drawing attention 
to this ‘potentially serious hazard in an inter- 
nationally popular sport’, it is pointed out that a 
regulation hockey puck weighs 165 g. and may 
travel at a velocity in excess of 120 feet (35 
metres) a second. Such injuries as this, it is 
stressed, could be avoided by the wearing of a 
suitably designed protective helmet 


An Aid to Venepuncture 

As an aid to producing vasodilatation in cases 
in which venepuncture is difficult, J. S. Lundy 
(Proceedings of the Staff Meetings of the Mayo 
Clinic, November 11, 1959, 34, 550) recommends 
the use of ‘the simple and easily accessible 
electric hair dryer, commonly used in both 
homes and cosmetic shops’. Such a hair dryer 
applies heat more conveniently than a hot pack, 
and has the great advantage of not interfering 
with the needle when venepuncture is done. It 
is said to be ‘especially useful at the operating- 
room table’. The temperature of the hot air can 
be quite simply controlled by trying it out first 
on the hand or arm of the person who is making 


the venepuncture 
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REVIEWS OF BOOKS 


Modern Trends in Accident Surgery and 
Medicine. By the late Ruscore CLARKE, 
M.B.E., M.B., F.R.C.S., F. G. BADGER, 
B.Sc., F.R.C.Ss., and SIMON SEVITT, M.D., 
M.Sc., F.R.C.P.I., D.P.H. London: Butter- 
worth & Co. (Publishers) Ltd., 
Pp. 330. Illustrated. Price 75s. 

ACCIDENT surgery is the newest of the specialties. 

It appeared at the close of the 1939-45 War, 

and has been influenced in its growth by the 

intensive study of the biochemical response of 
the human body to trauma, by the effect of new 
chemical and biochemical methods upon treat- 
and by the pattern of the 
themselves 
new methods of transport, and new 


1959. 


ment, changing 
accidents 


machinery, 


brought about by new 


physical agents of destruction. The academic 
centre of accident surgery is the Birmingham 
Accident Hospital, and this book, written by 
members of the staff of that hospital and em- 
bodying its teaching and their experience, is more 
than welcome; it comes to satisfy a real need. 
Any surgeon 
hospital will find this book a constant standby. 
A postgraduate student, working for the Fellow- 
ship or Membership, will find the chapters on 
systemic and circulatory 
traumatic 


working in a busy general 


responses to injury, 


on resuscitation, uremia, tat em- 
bolism and pulmonary embolism, essential to 
The 
more practical chapters, on fractures, abdominal 
whilst 


obtaining z grasp of the modern outlook 


and chest and hand surgery, 
they discuss topics dealt with in other textbooks, 


bring a that is 


injuries, 


nevertheless fresh outlook 


stimulating. 


Coronary Heart Disease. By J. W. Gorman, 
M.D., PH.D, Oxford: Blackwell Scientific 
Publications, 1959. Pp. 353. Price 60s. 

WHEN a professor of medical physics writes a 

monograph such as this the clinician, not un- 

naturally, tends to be on his guard. Although 
such an attitude of caution is fully indicated 
in this particular instance, Professor Gofman’s 
book is not one to be ignored. It provides a most 
useful summary of the sphere in which all his 
own work has 
nificance of cholesterol and the lipo-proteins in 
the genesis of coronary heart disease. Through- 
out the entire book the emphasis is upon what is 
described as ‘the sub-clinical phase of coronary 
heart disease’. The questions which he attempts 
to answer are: ‘Who are the patients with sub- 
clinical coronary heart disease, how do we find 
them, and which of them are in 
management?’. Professor Gofman is no more 
than 


been done—namely the sig- 


need of 


successful in answering these questions 


any of the other writers on this subject, but he 
does indicate the lines along which the answers 
may be found in due course. 

Although the turgid style in which it is 
written does not make for easy reading, this is a 
stimulating book which will prove of interest to 
the cardiologist and the postgraduate student 
working for a higher degree. 


Reflections of a Medical Investigator. By R. 
A. McCANce, C.B.E., M.D., F.R.C.P., F.R.S. 
London: Pitman Medical Publishing Co. 
Ltd., 1959. Pp. 63. Illustrated. Price 
7s. 6d. 

Proressor McCance is the king of human 

guinea-pigs—at least, so he was regarded in his 

King’s College Hospital days by his students 

who often wondered how he survived the ex- 

periments to which he submitted himself. 

Perhaps the prince of medical investigators 

would be a more suitable title but, whatever he 

be designated, his ‘reflections’ are those of an 
authority on the subject. 

The four lectures which constitute this book- 
let were delivered at the University of Gronin- 
gen. The first one, on “The patient and the 
admirable exposition of the 
philosophy of a ‘medical investigator’ who is 
also a humanist. Two quotations will illustrate 
the fundamentally sound approach of the author 
to the problem. “They [the specialists] are in 
a sense craftsmen rather than physicians’. ‘In 
their innocence (or wisdom) men and women 
still choose a doctor and certainly continue to 
go to him because they like him’. The other 
three lectures—“The food we eat’, ‘Calories’, 
and ‘Stability and steady states in the newborn 
animal’—deal with problems towards the solu- 
tion of which the author and his colleagues have 
made outstanding contributions during the last 
quarter of a century. As in the case of the 
first lecture, they review the problems in a 
refreshingly practical—yet always authoritative 

manner. For example: ‘If people can be per- 
suaded to take in fewer calories in the shape 
of food than they expend in the course of their 
life their obesity can be cured for they will lose 
weight—and it matters little in practice what 
food they eat while they are doing so’. 


doctor’, is an 


Trauma. By Harrison L. McLavucu in, 
M.D. Philadelphia and London: W. B. 
Saunders Co., 1959. Pp. 784. Illus- 
trated. Price £6 6s. 

Tuts detailed monograph is produced by the 

Columbia-Presbyterian Medical Centre. Pro- 

fessor Harrison L. McLaughlin has enlisted the 

help of many able and distinguished colleagues, 
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who are well-known in this country, but clearly 
the real guiding hand throughout the book has 
been his. 

There are five main sections: general con- 
siderations, the upper extremity, the lower ex- 
tremity, the trunk and the head, and special 
senses. It is excellent to find such informative 
chapters on the abdomen, chest, ears and eyes, 
skull and brain in a book which is naturally 
mainly concerned with bone injuries, and herein 
lies the great value of this book, both for practice 
and reference, to surgeons who are constantly 
called upon to deal with road and industrial 
accidents. Even in the clinical definition of a 
fracture it is clearly pointed out that there is 
not merely solution in the continuity of bone, 
but also surrounding soft tissue injury and harm- 
ful effects upon the patient as a whole. These 
ate too often forgotten. This book agrees with 
most British teaching in that there is no 
evidence that compression has any beneficial 
influence on cortical bone fractures, and that 
repeated impacts of weight bearing in a walking 
plaster tend to stimulate bone union. The 
avoidance of distraction is also correctly stressed. 
In the treatment of shattered fractures of the 
tibia the place of fixed skeletal traction, and in 
other tibial fractures the use of internal suture 
by screws is described very clearly and is worthy 
of close study. Intramedullary fixation is 
advocated for femoral shaft fractures in adults 
and for segmental fractures of the tibia. In 
general, open reduction and internal fixation are 
always described as ‘an exacting and major 
procedure, calling for the utmost in surgical 
skill and facilities, but when done wisely and 
well it promises the most rapid, economical and 
best results’. This really expresses the philo- 
sophy of the whole monograph 

Throughout the volume the diagrams and 
pictures are admirably produced and most in- 
formative, and the surgical anatomy is a valuable 
adjunct to each chapter. This book is well 
written and should prove of great value to 
those who are in the process of training as 
orthopedic and accident surgeons, as well as to 
those who are established and who have up-to- 
date teaching to keep in mind. 


Synopsis of Ear, Nose, and Throat Diseases. 
By Ropert E. RYAN, M.D., M.S., F.A.C.S., 
WILLIAM C. THORNELL,’ M.D., M.S., 
F.A.c.S., and HANS VON LEDEN, M_.D., 
F.A.C.S., F.1.C.S. St. Louis: C. V. Mosby 
Co.; London: Henry Kimpton, 1959. 
Pp. 383. Illustrated. Price sos. 

Tuis is a pleasant small book, well set out and 

printed, and of a size handy for the pocket. The 

information is set out in straightforward style 
and the teaching orthodox. It might gain by 
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some controversial matter which would cer- 
tainly give it more life. The illustrations are fair 
but there is no illustration of an audiogram, 
which is described in detail. In a small book 
there is always the difficulty of balancing the 
information to be given-—for example, is it 
really necessary to describe that rare condition, 
tuberculous otitis media, in detail? There is no 
account of microscopic examination of the drum 
in chronic suppurative otitis media, nor is there 
a description of the various forms of tympano- 
plasty associated with Zéllner and Wullstein. 
The antibiotics take long to establish themselves 
in the mind of the clinician, for we read on 
p. 209 that a radical removal of bone is still 
advised for osteomyelitis secondary to frontal 
sinusitis, and only after this are antibiotics dis- 
cussed in its treatment. The chapter on types 
of headache confused with sinusitis is a good 
idea in a textbook, but the description does not 
agree with experience in this country, where 
headache due to neurosis is usually given first 
place. 

The book is an excellent introduction, how- 
ever, and deserves warm praise for its careful 
writing and editing. 


Medical X-Ray Technique: Principles and 
Applications. By Proressor G. J. VAN 
pER Pxiaats. London: Cleaver-Hume 


Press Ltd., 1959. Pp. 480. Illustrated. 


Price 57s. 6d 

Tuis is a most useful book, written, the author 
says, for radiographers, but radiologists starting 
their diploma course will also find in it answers 
to many questions on physics, apparatus and 
technique. It has been very well translated into 
English that is neither oversimplified nor too 
technical. The twenty-five chapters cover the 
whole range, from the production and properties 
of x-rays, the physical principles involved in 
their use clinically, radiographic and photo- 
graphic techniques, to radiation hazards and 
protection—including chapters on _ therapy 
and radioactive elements. This book can be 
thoroughly recommended. 


A Concise Textbook of Anatomy and 
Physiology : Applied for Orthopedic Nurses. 
By Joyce W. Rowe, $.R.N., 8.C.M., O.N.C., 
and Victor H. WHEBLE, B.M., B.Cu., 
F.R.C.S.Ep. Edinburgh: E. & S. Living- 
stone Ltd., 1959. Pp. 684. Illustrated. 
Price 35s. 

On reading this excellent textbook one is 

astounded by the wealth of material crammed 

into the 684 pages. Any state registered nurse, 
seeing this volume and believing she had to be 
conversant with all its contents would give up 
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in despair any thought of specializing in ortho- 
pezdic nursing. It seems a pity that no guidance 
is given on the relative importance of much 
of the subject matter. A chapter on posture and 
body mechanics is an excellent extra, and in- 
cludes the subject of the correct methods of 
lifting and carrying. In a volume lavish with 
334 figures, some simple diagrams illustrating 
these points should certainly have been included. 
Surface and regional anatomy covers 60 pages 
including x-rays and drawings of dissections. 
There is, however, no diagram showing the 
skin markings of important bony points, ten- 
dons, nerves or blood vessels. Examples of test 
questions from examination papers are given at 
the end of each chapter. The broadness of these 
questions illustrates the tendency in the text to 
complicate the subject matter by an excess of 
minor points. 

Every orthopedic nurse should possess this 
beautifully produced volume, if not as a textbook 
then as a reference book. The index is excellent 
and the figures, diagrams and x-rays clear and 
helpful. 


Elements of Vital Statistics. By B. 
BENJAMIN, B.Sc., PH.D.,  F.I.A., 
London: George Allen & Unwin Ltd., 
1959. Pp. 352. Illustrated. Price 56s. 

MEDICAL sociology, public health and epidemi- 

ology meet in social medicine, and a proper 

synthesis is only possible when we get our facts 
straight. The facts with which we work are 
facts about illness and death, facts about social 
customs, leisure and occupation, facts about 
class, about population, fertility and above all 
about changes in the occurrence of disease. To- 
day all of medicine uses these facts and the 
current fashion for epidemiological attack upon 
our more serious health problems has empha- 
sized the shocking lack of good books on the 
subject. Dr. Benjamin’s goes far towards 
filling the gap. It is one of the best of introduc- 
tions to epidemiology—indeed to any aspect of 
the study of disease and community 

The first chapters in this book are rightly 
concerned with population. The extent and 
causes of death in our community follow, 
and the important idea of the cohort or genera- 
tion pattern is introduced at once. Accurate 
death certification at home as well as a good 
international classification of diseases are often 
taken for granted by doctors. Dr. Benjamin 
describes the problems which have been 
encountered in the development of the systems 
in use today and mentions some of the snags of 
country to country comparisons of death rates. 

A most interesting section is that dealing with 

environmental factors affecting mortality which 

includes a useful but none too full list of the 


F.S.S. 
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difficulties of interpretation. Morbidity (with 
an over large section on the infectious diseases) 
follows and there are separate chapters on 
tuberculosis, maternity and child welfare and 
the health of school children. Finally, hospital 
statistics, cancer registration and the problems 
of the use of statistics in the mental health field 
receive a chapter each. The section on field 
studies (including some problems of sampling) 
only whets the appetite and is too short to be of 
real assistance to the exploring amateur. Apart 
from a short but formidable section on life 
tables the book is refreshingly free from detailed 
statistical material and is lively enough to hold 
our interest throughout. 


Napoleon Immortal. By James KemB_e, 
Cu.M., F.R.C.S. London: John Murray, 
1959. Pp. 307. Illustrated. Price 28s. 

AUSTRALIAN surgeons seem to specialize in the 
post-mortem analysis of historic characters. 
These have tended to be written in the Lytton 
Strachey debunking tradition. In ‘Napoleon 
Immortal’, however, Mr. Kemble has moved in 
the opposite direction and invariably gives him 
the benefit of the doubt. It is a fascinating 
account of Napoleon’s medical history, carefully 
documented, yet never dull. The more sensitive 
reader will be occasionally irritated by the 
author’s rather juvenile psychological quips, but 
these are minor blemishes in an otherwise 
admirably told tale. 

Although Napoleon had no serious illness until 
his terminal carcinoma of the stomach, he had 
his fair share of the minor ailments that were 
rampant in his day, and on occasions these 
assumed a sufficiently acute form to merit the 
supposition that they may have affected the 
course of history. To what extent, for instance, 
was the disastrous outcome of the ill-fated 
Moscow campaign due to what Mr. Kemble 
describes as the ‘very acute attack of dysuria’ 
which Napoleon developed on September 5, 
1812? Equally intriguing is the effect on the 
outcome of the Battle of Waterloo of the ‘very 
severe attack of hemorrhoids’ which he de- 
veloped on the eve of the battle. These are but 
two of the enigmas of history discussed in a 
book which holds the reader’s attention from 
beginning to end. 


Back View. By Str HaRoLD Morris, Q.c. 
London: Peter Davies, 1960. Pp: 244. 
Illustrated. Price 25s. 

THESE attractively written reminiscences of the 

distinguished lawyer, who for many years was 

President of the Industrial Court, are of par- 

ticular interest to medical readers as he was the 

son of Sir Malcolm Morris, one of the out- 
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standing dermatologists of his day and Editor of 
The Practitioner from 1895 to 1902. Sir Maicolm, 
according to Sir Humphry Rolleston, was ‘a 
clever and resourceful editor, who increased the 
number of pages of The Practitioner, advocated 
campaigns against tuberculosis and venereal 
disease, and made it more attractive reading by 
the introguction of new features, such as a 
commentary on “The Month’’’. His son 
devotes several chapters to his father, and in 
many ways these, along with his description of 
his own childhood, provide the most interesting 
part of the book. Sherlock Holmes fans will be 
interested in the chapter devoted to the friend- 
ship between Conan Doyle and Malcolm Morris. 
According to Sir Harold, it was his father who 
recommended 21 Baker Street, where Sir 
Malcolm’s grandfather had lived for many 
years, as the home of Sherlock Holmes. 

This is a book in which rancour and discontent 
find no place. Gracious living, good fellowship, 
and a sympathetic understanding of his fellow- 
men are the key-notes. All who value these 
attributes will appreciate these 
reminiscences. 


enjoy and 


NEW EDITIONS 

Emergencies in Medical Practice, edited by C. 
Allan Birch, M.D., F.R.C.P., in its sixth edition 
(E. & S. Livingstone Ltd., 45s.) goes from 
strength to strength. Revised with characteristic 
care, it remains one of the essential books for 
every general practitioner. On more than one 
occasion the reviewer has tried to discover some 
emergency that was not dealt with—but his 
quest has always failed. The index even includes 
an item: “Doctor’s bag—lost’. Once again Dr. 
Birch and his team of contributors are to be 
congratulated on a job well done. De facto, if 
not de jure, a general practitioner who does not 
possess this book is laying himself open to a 
charge of malpractice. 


Recent Advances in Surgery, edited by Selwyn 
Taylor, D.M., M.CH., F.R.C.S., fifth edition (J. & A. 
Churchill Ltd., 60s.).—For more than thirty 
years this book has been a feather in the cap 
of the House of Churchill, a guide to the sur- 
gical postgraduate, a standby to the mature 
surgeon. During this period the centre of interest 
has insensibly shifted from the operating theatre 
to the surgical laboratory, and in place of the 
assessment of a group of experienced teachers 
the book is now a syndicated work, a brains 
trust of youth. Under the able leadership of 
Selwyn Taylor, some two dozen enthusiasts 
discuss fully and clearly subjects at which they 
are masters, subjects at which the young surgeon 
must make himself a master before;he can hope 
in turn to become a leader. As ‘a book this 


edition is indispensable to a surgeon, and every 
page is worth careful study. Leading surgeons, 
themselves brought up on the earlier editions, 
will welcome the new one, though they may feel a 
little hurt at the adolescent arrogance with 
which the new broom sweeps his predecessors 
and their works into the dustbin. 


The Pharmacologic Principles of Medical Prac- 
tice, by John C. Krantz, Jr., and C. Jelleff Carr 
in its fourth edition (Bailliére, Tindall & Cox 
Ltd., £5 12s.), is some 15% longer than the 
previous one. It contains a discursive text on 
the drugs currently popular in American prac- 
tice, whether official or not, much of what is 
known of their pharmacology and a consensus 
of opinion on their uses in clinical medicine. In 
general, drugs are considered initially under 
their official titles (if any) and further discussion 
carried on under popular names. These are not 
always familiar to British readers but at the end 
of each chapter there is a list of preparations 
official in the B.P. of 1948 and its Addendum 
of 1953. An interesting feature of this book has 
always been the inclusion of sections on the his- 
torical development of each topic with portraits 
of selected pioneers in the various fields. There 
are 20 of these, admirable in their way. There 
are many tables, chemical formule and illustra- 
tions (not indexed), four being colour plates of 
doubtful value. At the end of each chapter is a 
list of literature, mostly American, referred to 
in the text. For those who may wish to have an 
up-to-date review of current American opinion 
on drugs and how to make use of them, this 
book should be most valuable; as a text for use 
by undergraduates in Britain it has obvious 
drawbacks. 





The contents of the March issue, which will contain a 
symposium on ‘Adolescence’, will be found on page 
A 138 at the end of the advertisement section. 





Notes and Preparations see page 273. 
Notes from the Continent see page 277. 
Fifty Years Ago see page 279. 
Motoring Notes see page A 97. 

Travel Notes see page A ror. 

Bridge Notes see page A 105. 





BINDING CASES 


Vol. 183 (July-December, 1959). Binding cases for 
this and previous volumes are available in green 
cloth with gilt lettering, price 6s. each, post free. The 
cases are made to hold 6 copies after the advertisement 
pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at an 
inclusive charge of 15s. per volume; this includes the 
cost of binding case and return postage. 
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... but for more effective control of cough 
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NOSCAPINE IS CITED AS AN OUTSTANDING EXAMPLE 
OF A NON-ANALGESIC, NON-ADDICTING ANTITUSSIVIE 


Available as 


COSCOPIN LOZENGES 
Catch-cover of 20 lozenges 


COSCOPIN LINCTUS COSCOPIN PAEDIATRIC 
Bottles of 4 fl. oz. Bottles of 4 fl. oz. 
(114 ml.) and 2 litres (114 ml.) and 2 litres 
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Dramatic results in 
post-menopausal low back pain 


A TYPICAL CASE HISTORY 


Low backache in the post-menopausal woman 
far more often than was formerly realised, due to 
or associated with, decalcification arising fron 
reduced osteoblastic activity and matrix formatior 
caused by oestrogen deficiency. Dianabol relieves 
the pain by correcting decalcificatior It is als 
effective in preventing steoporosis and produc 
remarkable improvement when the condition 


established 








DIANABOL 


methandrostenolone 


NEW NON-VIRILISING ANABOLIC AGENT 


DIANABOL Produces the nitrogen retention 
calcrum deposition required for healthy bon 
tissue formatior 

It is indicated in cachexia of maliwnan 
long-term surgery, recovery from chron 


corticosteroid——induced osteoporosis ind inde 


developed childret 


DOSAGE Initially 1S--20 mg. dauly 
For maintenance, ‘4 10 me 
intermittently 
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DIANABOL is < vic S my. tabdiet 


(Basic N.H.S. price 1] 4d.), 100°s and 500 
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NEW PREPARATIONS 

‘ELestow’ tablets each contain 0.04 g. of 
chloroquine phosphate, 0.75 mg. of prednisone, 
and 0.2 g. of aspirin and are intended for the 
treatment of rheumatic conditions. Advantages 
are said to include rapid effect, and stabilization 
of the prednisone effect, and the only side- 
effect observed during extensive clinical trial 
was ‘occasional mild intolerance reactions of the 
intestinal tract’. Available in boxes of 30 and 
containers of 150 sugar-coated tablets. (FBA 
Pharmaceuticals Ltd., 37-41 Bedford Row, 
London, W.C.1.) 


‘ILosone’ lauryl! sulphate for oral suspension is 
a preparation of propiony! erythromycin ester 
which is said to give ‘faster, higher and longer- 
lasting blood levels than erythromycin pre- 
parations currently in use’, and to be a more 
effective treatment for the common bacterial 
infections of childhood. Available as the lauryl 
sulphate salt in bottles of 60 ml. to make a 
‘readily acceptable suspension’, each 5 ml. of 
which contains the equivalent of 125 mg. of 
erythromycin base. (Eli Lilly & Co. Ltd., 
Basingstoke, Hants.) 


‘ISMELIN’ tablets contain 2-perhydroazocin-1*- 


yl-ethylguanidinium sulphate which is described 
as a ‘potent antihypertensive which replaces 
ganglion-blocking agents yet does not produce 
ganglionic blockade’. They are said to exert ‘a 
smooth antihypertensive effect of exceptional 


duration’, to be free from side-effects, and 
‘once-daily dosage controls blood pressure 
without fluctuations characteristic of earlier 
drugs’. Available as tablets of 10 and 25 mg. 
in bottles of 25, 100 and soo. (CIBA Labor- 
atories Ltd., Horsham, Sussex.) 


‘JUNIVITE’ is a vitamin syrup, each fluid ounce 
(28.5 ml.) of which contains: vitamin A, 14,000 
I.U.; vitamin D, 1,400 I.U.; vitamin B, 
(aneurine hydrochloride), 2.8 mg.; vitamin B, 
(riboflavine), 3.4 mg.; nicotinamide, 28.4 mg.; 
and vitamin C (ascorbic acid), 85.2 mg., in a 
vehicle containing 5°, concentrated orange 
juice. It is intended for children from the age 
of six months onwards and is also said to be 
valuable for expectant and nursing mothers. 
Available in bottles of 4 and 8 fluid ounces (113 
and 227 ml.). (Boots Pure Drug Co. Ltd., 
Station Street, Nottingham.) 


PHARMACEUTICAL NOTES 
AssoTt Lasoratorigs LTp. announce the 
introduction of ‘pentothal rectal suspension’ 
which is supplied in a disposable plastic syringe 


for immediate use. The syringe, known as the 
‘Abbo-sert’, is provided with two detachable 
rectal applicators, is graduated in 200-mg. 
increments of ‘pentothal’ (thiopentone sodium 
B.P.) activity, with a ‘total extrusion’ of 2 g., 
and the suspension is stable for at least a year 
at normal room temperature. (8 Baker Street, 
London, W.1.) 


Ames Company (Division of Miles Laboratories 
Ltd.) announce the introduction of ‘phenistix’ 
reagent strips for the detection of phenyl- 
ketonuria. Packed in bottles of 50 strips with 
colour guide on the label. (Nuffield House, 
Piccadilly, London, W.1.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednes- 
day, February 17, when the subject for dis- 
cussion will be ‘Prostatectomy—Early or Late?’. 
The opening speakers will be Dr. R. A. Paul, 
Mr. Howard G. Hanley and Dr. R. I. Bodman. 


PRIZES 
Tue College of General Practitioners invites 
applications for the 1960 Public Welfare Found- 
ation Prizes, which are open to senior medical 
students in the United Kingdon and Eire, ‘to 
encourage those who have taken advantage of 
opportunities to discuss the diagnosis and man- 
agement of patients in the setting of general 
practice’. There will be six prizes of £40 each, 
and the closing date is May 1, 1960 (entries re- 
ceived after that date will be passed to the 
adjudicators for the following year’s competi- 
tion). Full details may be obtained from the 
Dean of the student’s medical school, or from 
the Secretary of the College of General Prac- 
titioners, 41 Cadogan Gardens, London, S.W.3. 


SOCIAL SECURITY RECIPROCITY 
UNDER new social security arrangements, 
people coming from Canada to the United 
Kingdom are now able to qualify more quickly 
for family allowances, unemployment benefit 
and retirement pensions in this country. For 
example, families from Canada will begin draw- 
ing family allowances immediately if they have 
become ordinarily resident in this cougtry, and 
people aged 70 and over who claim retirement 
pensions after a prescribed period of residence 
will be allowed to count each week of residence 
in Canada as a National Insurance contribution 
paid in this country. These new arrangements 
bring the facilities in this country into line with 
those already available to people going to 
Canada from the United Kingdom. 
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APPEAL FOR MEDICAL JOURNALS 
Tue British Supporting Group for the World 
Medical Association invites doctors in the 
United Kingdom to participate in a project for 
the regular supply of used British medical 
journals for doctors in under-developed 
countries, more especially in the British Com- 
monwealth, who for various reasons have at 
present little or no access to British medical 
literature. ‘The scheme is to be essentially 
personal, an individual donor of used journals 
being placed in direct postal contact with an 
individual recipient. The honorary secretary 
of the British Supporting Group will provide 
a stamped and addressed envelope or wrapper 
to the donor who, once a month, will post his 
journals to the recipient allotted to him. The 
journals which it is proposed to invite donors to 
send are the British Medical Journal, The Lancet, 
and The Practitioner. 

Any doctors interested in the project are 
invited to apply for further information to the 
Honorary Secretary of the British Supporting 
Group for the World Medical Association, 
B.M.A. House, Tavistock Square, London, 


W.C.1. 


DOMICILIARY CONSULTATIONS 

IN 1958, 1,032 patients in every 100,000 of the 
population in the Board's area were visited by 
specialists in their homes, according to the 
annual report of the Liverpool Regional Hospital 
Board. The average number of patients visited 
per specialist was 59.99. An analysis of their 
visits, according to specialty, shows that general 
medicine easily headed the list, with 146.72 
patients visited per specialist. Pediatrics came 
next, with 92.71, followed by orthopedic sur- 
gery (85.43). Psychiatrists (68.41) had rather 
more patients per specialist than obstetricians 
and gynecologists (67.62), and the corresponding 
figure for dermatologists was 57.06. 


THE ‘NEW LOOK’ AT ST. THOMAS’S 
HOSPITAL 
AN interesting section of the annual report of 
St. Thomas’s Hospital for 1958-59 is devoted to 
‘Experimental use of new materials’. One ward 
has been equipped with ‘man-made fibre 
blankets’ which will not produce dust or fluff, 
can be washed and boiled as often as necessary 
without ill effects, are warmer than woollen 
ones, last longer and are half the weight. 
‘Initial reception’ by patients has been good; 
one patient who had previously had eight 
blankets was satisfied with three of the new 
ones. Sheets made of a mixture of nylon and 
cotton, which have a twenty years’ guarantee as 
against the normal hospital life of a cotton sheet 
of about two years, are being tried out in the 
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nurses’ home. Nylon overalls are also being 
experimented with. About goo cotton overalls 
are normally in use by female staff and the 
renewal and laundering bill is £1000 a year. 

Experiments are also being carried out with 
porters’ uniforms made with five different types 
of fabric made up of various mixtures of natural 
and artificial fibres. At the present time, 
apparently, porters’ uniforms can seldom be 
made to last for more than eighteen months or 
at an annual cost to the hospital of 
around {500 


two years 


PSYCHIATRY YESTERDAY AND TODAY 
AN interesting point brought out in the recently 
published triennial statistical report (1955-57) 
of the Bethlem Royal Hospital and the Maudsley 
Hospital is how little the ‘outcome of treatment’ 
of inpatients has changed over the years. In the 
period under review, among 3,942 inpatient 
discharges, the proportion assessed as ‘re- 
covered or much improved’ on discharge was 
48.1% for the 1,652 males and 50.3% for the 
2,290 females. During the years, 1784 to 1794, 
the proportion of patients discharged ‘cured’ 
from Bethlem was given as 40.5%. From 1823 
to 1834, the proportion of recoveries was given 
as 46.2%, whilst from 1827 to 1839 it was 
given as 53.8%. 


SUNLAMPS 

“THERE is no medical evidence that a sunlamp 
will do any more than give you a tan, and a 
feeling of warmth and well-being’, according to 
the January issue of Which?, the publication of 
Consumers’ Association Ltd. In discussing the 
claims made by the manufacturers of such 
lamps, it is pointed out that ‘to say that ultra- 
violet “‘enriches the blood’’, ‘“‘stimulates the 
nervous system’, ‘clears poisonous matter 
from the system”, is misleading. There is no 
evidence that resistance to infection, particularly 
the common cold, is increased’. ‘On the other 
hand’, the report notes, ‘there is no doubt of the 
psychological benefit of looking tanned and 
healthy. If you look well, you often feel well’. 


SENSITIVITY TO POLIO VACCINE 
AMONG 42,644 teenagers and young adults 
injected with poliomyelitis vaccine (containing 
small quantities of penicillin and streptomycin) 
in Liverpool during the first six months of 1959, 
there were 48 who experienced allergic reactions. 
In all of them there was a history of asthma, 
hay fever, or sensitivity to penicillin. In report- 
ing these figures, A. B. Semple and his colleagues 
(Med. Offr, 1959, 102, 261) describe a method 
whereby such reactions may be prevented. A 
test dose of 0.1 ml. of vaccine is given intra- 
dermally in the left forearm if there is a history 
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when a sulphonamide is needed for children... 


how 
much 

is one 
teaspoonful? 


Teaspoons can vary in capacity from 3c.c. to 7« rhus, the amount of a sulphonamide 
administered may be as much as 50°, more or less than the intended dose. 

With a long-acting sulphonamide, it is imperative that the child receives the exact, appropriate 
dose. The ‘Madribon’ squeeze bottle has been specially designed to deliver accurate doses 
with ease. 
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Set Fair 
at the 
Menopause 


Menopausal symptoms 
are due to hormone 
deficiency therefore the 
rational treatment is 
replacement with the 
physiologically balanced 
hormones in Mixogen 


Each tablet contains: 


Ethinyleestradiol 
MIXOGEN “> 
Methyltestosterone 


TABLETS | 36 mg. 





% Control is achieved without withdrawal 
bleeding. 


#* Emotional balance is restored naturally. 


% Low dosage, low treatment cost. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 





NOTES AND 
of allergy. Any local erythema, 1.3 cm. or more 
in diameter, with or without cedema, is con- 
sidered a positive reaction. Such individuals are 
given 100 mg. of mepyramine maleate orally, and 
twenty minutes later 1 ml. of vaccine is given 
The injected individual is then kept under 
observation for half-an-hour. Of 22 subjects 
treated in this manner, 20 (91%) had no 
reactions. 


ANTI-MALARIAL SALT 

MERELY by using cooking salt to which chloro- 
quine has been added, it is possible to eradicate 
malaria in areas where no DDT spraying has 
been carried out, according to M. Pinotti 
(Triangle, 1959, 4, 110). So successful has this 
proved that the current malaria eradication 
“campaign in Brazil is taking the form of wide- 
spread distribution of chloroquine salt mixture 

0.03 g. of chloroquine to 10 g. of salt. Under 
conditions of low humidity the chloroquine salt 
mixture will keep for four to six months. As an 
example of its efficacy, the experience in one 
non-sprayed area is quoted. Here the parasitic 
index dropped from 60.8 to 2.3 after chloroquine 
had been used for only one month. In another 
area, in which DDT had not been successful in 
eliminating residual malaria, and 40 to 50 cases 
occurred every year between January and May, 
only one case of malaria (in an infant) occurred 
during the first half of following the 
introduction of chloroquine salt in December 


1956. 


1957; 


‘EXTRANEOUS MATTER’ 

NINE articles of food containing what is officially 
described as ‘extraneous matter’ were the 
subject of complaint by members of the public in 
Manchester during 1958, according to the 
annual report of the Medical Officer of Health 
Legal proceedings were instituted in five in- 
stances, and fines and costs totalling £62 2s 
were imposed for (1) bread containing brick 
rubble, (2) meat pie containing a cigarette end, 
(3) bread containing a piece of wire, (4) bread 
containing pieces of metal, (5) sugar confec- 
tionery containing bandage and lint. Four other 
manufacturers were cautioned in respect of (6) 
a nail in bread, (7) a safety pin in sugar con- 
fectionery, (8) a cigarette end in a cake, (9) an 
insect in canned fruit. 


LICE AND MALE HAIR FASHIONS 
‘A CERTAIN section of the adult male population 
now wear hair fashions that cost a pound or 
more to produce and are designed to remain 
unaltered in appearance for one or more weeks. 
Much combing is contraindicated as the set 
becomes disarranged, and a minimum is per- 
formed after the night’s rest only when neces- 
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sary. If, therefore, the owner of such a creation 
becomes infected by the head louse he can be 
sure of a rapid multiplication of the parasite, 
resulting in a heavy infestation’. This comment, 
from the section of the annual report for 1958 
of the medical officer of health for Hammer- 
smith dealing with medicinal baths provided by 
his council, is provoked by the recording for 
the first time in the department’s experience of 
two men who had to be treated for head lice. 


LICE FOR JAUNDICE 

A CORRESPONDENT in the Medical Journal of 
Australia (1959, ii, 380) reports that a patient 
has drawn his attention to an account in 
‘Journey to the Far Pacific’, by Thomas E. 
Dewey, of the use of head lice as a treatment for 
jaundice. According to this account, a Dutch 
doctor had several cases of jaundice in natives 
for which he prescribed the orthodox treatment, 
expecting the jaundice to take the usual period of 
several weeks to clear. To his surprise they re- 
turned three to four days later with no sign of 
jaundice. Inquiry revealed that they had 
followed the local custom of eating head lice. 
Not to be outdone, the doctor collected lice from 
the heads of workers in a nearby compound 
and put them in capsules. The first jaundiced 
patient he could persuade to take this unortho- 
dox ‘cure’ was an American—and his jaundice 
cleared in three days. 


THE HAZARDS OF RADIOLOGY 
Accorpinc to A.M.A. News, Dr. Emil H. 
Grubbe, a pioneer in x-ray therapy, recently 
underwent his 92nd operation for cancer. The 
operation involved the removal of the first and 
fourth fingers of his right hand. Dr. Grubbe, 
who is 84, had previously had part of his nose, 
jaw and left hand removed for the same reason. 
He first started handling x-ray tubes in 1895, 
and he had his first operation six months later. 


A DRINKING HAZARD 

An unusual foreign body is reported in the 
St. Bartholomew's Hospital Journal (1959, 63, 
270). A young man, aged 18, reported at the 
Ear, Nose and Throat Department in a very 
distressed condition, with bloodstained saliva 
exuding from the corners of his mouth, and 
smelling strongly of beer. His story that he had 
swallowed a spider was received with a consider- 
able degree of scepticism. In due course, how- 
ever, a large plastic spider was recovered from 
his throat. Once the situation was thus brought 
under control, the full story was obtained. A 
friend had put the spider in his beer mug as a 
practical joke. Being thirsty, the young man had 
drained his mug at one draught—including the 
spider—before he realized what his friend had 
done. 
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PUBLICATIONS 
The Collected Papers of the Mayo Clinic and the 
Mayo Foundation. Vol. 50, 1958, compiled by 
George G. Stilwell, M.p., includes 24 papers 
in full, 76 abridged papers and 9 abstracts 
Pride of place is rightly accorded to ‘Cardiac 
surgery and extra-corporeal circulation’, since 
the total number of cases submitted to 
cardiac operations with the use of the extra- 
corporeal bypass pump-oxygenator now exceeds 
1000. The inclusion of several extensive surveys 
will be of wide interest: e.g recent 
developments in pancreatitis, medical manage- 
ment of peptic ulcer, intestinal malabsorption, 
therapy of epilepsy, surgical treatment of peri- 
pheral the haemophilia 
problem. Contributions dealing with the ceso- 
phagus embrace reflux cesophagitis and the 
treatment of short cesophagus, pulsation diverti- 
culz, and a ten-year follow-up of carcinoma of 
the cesophagus and cardia. This volume, besides 
being an essential purchase for all hospital and 
medical school libraries, can be assured of a 
wide appeal to both consultants and 
titioners. (W. B. Saunders Co 


now 


those on 


atherosclerosis, and 


prac- 
price gIs.) 


Yours by Choice, by Jane Rowe 
adoptive 
worker 

numerous illuminating examples from real life, 
so to speak, and should valuable to 
medical practitioners and others concerned with 
the process or results of adoption. Miss Rowe 
is especially sound on the importance of motives 
for adoption and on the feelings of the parties 
involved: the children and their natural parents 
as well as the adopting parents. The legal and 
administrative details are clearly explained. This 
book can be unreservedly 

(Mills & Boon Ltd., price 15s.) 


is a guide for 


parents by an experienced social 


It is written in an attractive style with 


prov e 


recommended 


Mental Health Problems of Ageing and the Aged, 
WHO Technical Report Series No. 171, is the 
sixth report of the expert committee on mental 
health. It provides an interesting and useful 
review of the subject which is worthy of careful 
consideration by all concerned with such prob- 
lems. (H.M. Stationery Office, price 3s. 6d.) 


Handbook of Circulation, compiled by Philip L 
Altman, is the latest addition to the series of 
“Handbooks of Biological Data’ sponsored by the 
National Academy of Sciences and the National 
Research Council. All that need be said about it 
is that it is as comprehensive, concise and ac- 
curate as its predecessors. No biological research 
department or cardiac department can afford to 
be without it. (W. B. Saunders Co., price 52s. 6d.) 


The Truth about Vivisection provides all the 
correct answers to all the stock questions of the 
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antivivisectionists. It is a useful little pamphlet 
for those who are liable to encounter this vocal 
minority of the population. (Research Defence 
Society, 11 Chandos Street, Cavendish Square, 
London, W.1. Price 6d.) 


The Missionary Doctor outlines the scope of the 
work awaiting the doctor who feels the call to 
devote his life to the service of the Church over- 
seas. It also gives details concerning qualifica- 
tions and training. Copies can be obtained on 
application to The Society for the Propagation 
of the Gospel, 15 Tufton Street, Westminster, 
London, 5.W.1 

OFFICIAL PUBLICATIONS 

Weight Gains, Serum Protein Levels, and Health 
of Breast Fed and Artificially Fed Infants 
(M.R.C. Special Report Series No. 296), by 
B. Levin et al., in spite of its appallingly 
cumbersome title, contains much information of 
practical value to the family doctor, as well as 
the pediatrician. Based upon a study of 521 
full-term infants and 223 premature infants, the 
major practical findings were that the rate of 
gain in full-term babies on breast 
milk and on dried milk was similar in the first 
five months of life, and that the incidence of 
infections was similar in the two groups. On 
the other hand, the findings indicate that human 
milk is an inadequate food for small premature 
infants in early life, and that among such babies 
fed on human milk it is those smallest at birth 
who show the greatest retardation in rate of 
growth. (H.M. Stationery Office, price 16s.) 


weight of 


Sewage Contamination of Bathing Beaches in 
England and Wales (M.R.C. Memorandum 
No. 37) 1s the report of a research committee 
set up by the Public Health Laboratory Service 
to investigate the medical and bacteriological 
aspects of contamination of bathing 
beaches on the coasts of England and Wales 
The committee's findings suggest that, with the 
possible exception of a few esthetically revolt- 
ing beaches, the risk to health of bathing in 
sewage-contaminated sea-water can, for all 
practical purposes, be ignored. (H.M. Stationery 
Office, price 2s. 6d.) 


sewage 


CORRIGENDUM.— In the article on ‘Intravenous Tech- 
January issue, the second paragraph on 
p. 87 should read: “The adjusting screw should by now be 
placed as near the needle as possible and never between 
the drip chamber and bottle, for the pressure inside the 
tubing in the latter case will be below atmospheric 
pressure and air will tend to be sucked into the tubing 
through any needle punctures in the rubber. Air embolism 
may result (Macintosh and Mushin, 1958)’ 
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When there’s a call for 
nutritional supplementation ... 


For debility and malnutrition 
All debilitated patients, whether recovering from 
illness or operation or suffering from prolonged 
ill-health need nutritional support 

BEMAX with its high content of essential pro-e 
teins, vitamins of the B complex and E, and min- 
erals including iron, is invaluable. It is easily digested 
and is taken readily by patients of all ages. 


BEMAX 


Packs of 5, 10 and 20 oz 


For the febrile patient, the 

sick child and the elderly 

—VITAVEL SYRUP—a combination of the 

essential vitamins A, B1, C and Dinan 

attractive orange-flavoured syrup base. 
This water-miscible preparation is 

found readily acceptable by children 

and others who dislike fish-liver oils 


VITAVEL SYRUP 


In bottles of 6 and 40 fi. ozs 


To meet the extra needs of pregnancy 


A single supplement which sup- 
plies the vitamins and minerals 


needed in increasing amounts (ff | s 
i 

during pregnancy and lactation is 5 Se re tec 

f orm- 

PREGNAVITE, known and found ' \ phage - preantpdnes nie 

, ; : ation on all our products 

satisfactory by the profession for >. is available. Produced in 

more than 20 years j accordance withA.B.P.1. 

Specifications, cards can 
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Packs of 60, 120 and 1,000 tablets /i ; Vitamins Ltd. 
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for vitamins 
from 
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Midicel Suspension =~: 
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figuid sulphonamide 


PARKE-DAVIS 





NOTES FROM THE CONTINENT 


A European Newsletter 
ITALY 


Influenza in 1959.—An analysis by A. Felici and 
I. Archetti of the influenza epidemic which 
struck Italy in January and February 1959, and 
based upon the findings in Rome, Naples, 
Modena and Milan, shows that this was due to 
a type B virus which differed antigenically from 
previously known strains. It differed consider- 
ably from the Lee (1940), Australia (1943) and 
Denmark (1953) strains, but was more similar 
to the Bon (1943) strain. Electron microscopy 
studies of the virus showed a relative scarcity of 
the filamentous forms, and those that were seen 
were practically all segmented. This latter find- 
ing is taken to indicate a rapid fragmentation of 
the filamentous forms which explains why so few 
of them were found. Susceptibility to infection, 
as assessed by morbidity and by antibody con- 
centration in clinically healthy subjects, was 
slightly higher in infants than in adults. The 
immunity response, as judged by inhibition of 
hemagglutination, complement fixation, and 
neutralization in egg culture, was generally more 
marked in children than in adults 


Whipple’s disease in a child.—In of the 
rarity of Whipple’s disease (intestinal dystrophy) 
in children—only two cases have been reported 

considerable interest attaches to the 
by R. Bruno and L. Massino, 
g-year-old child. The initial were 
frequent vomiting, anorexia and asthenia, which 
only responded temporarily to various forms of 
treatment. A month later evidence of dis- 
turbance of intestinal function developed in the 
form of the passage of bulky, fatty, 
feetid stools. Subsequently, vomiting 
more frequent, oliguria developed, and there 
was marked loss of weight, to a total of 6 kg 
Finally, after two months in hospital without 
any evidence of improvement, laparotomy was 


view 


report, 
of a case in a 
symptoms 


yellowish, 
became 


decided upon. This revealed no obvious abnor- 
mality of the pancreas, or appendix, but 
numerous enlarged lymph nodes at the base of 
the mesentery. Histological examination of these 
showed the presence of histiocytes packed with 
lipoid material, but the striking finding was the 
presence of numerous macrophages filled with 
material that gave a positive reaction for glyco- 
protein. It is this, as yet unidentified, glyco- 
protein which is the characteristic feature of 
intestinal dystrophy. 


Bilateral adrenalectomy and calcium fixation. 
Bilateral adrenalectomy results in an increased 
deposition of Ca*® in the skeleton, according to 
A. Ruffo and his colleagues, and this is most 
marked in the ribs and the iliac crest. Evidence 
adduced in support of the thesis that bilateral 
adrenalectomy is the direct cause of this fixation 
of calcium by osseous tissue is the fact that in 
the experimental animal there is a comparable 
fixation of P**, whilst the increased fixation of 
Ca*® has been observed in 50 per cent. of 
patients submitted to the operation for malig- 
nant metastases sensitive to hormones. 


The lungs of sulphur miners.—A _ radiological 
study of the lungs of 40 sulphur miners has 
recently been published by V. Gramigna and 
In 10 cases they found a gross 
diffuse reticulation of the lung fields, whilst in 
two other cases this was confined to the hilar and 
peri-hilar zones. In three cases this reticulation 
was associated with the presence of pseudo- 
nodules. Stratigraphy indicated the presence of 
marked arterial congestion, and it is this con- 
gestion which is considered to be responsible 
for the radiological appearances of reticulation 
and pseudo-nodules. The cause of these pul- 
monary changes is considered to be the in- 


his colleagues. 
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halation of toxic gases, particularly sulphur 
anhydride, and not the inhalation of sulphur 
dust. An interesting observation made in the 
course of this investigation was that the radio- 
logical changes in the lungs were often accom- 
panied by electrocardiographic evidence of 
coronary artery disturbances 


Surgical treatment of wsophageal stenosis.—When 
anastomosis with the stomach is possible, L. 
Imperato and T. Tommaseo recommend the 
use of the ascending colon as a graft in the treat- 
ment of stenosis of the esophagus, whether this 
be cicatricial or malignant. The distal end of the 
colon is anastomosed to the stomach, and the 
proximal end to the cervical end of the 
cesophagus, or the pharynx. The operation is 
preferably done in one stage, but it can be done 
in two stages. In the latter case the first stage 
consists of the mobilization of the colon, the 
second stage being carried out one or two weeks 
later. As in the case of all cesophago-gastric 
grafts, the postoperative course may be com- 
plicated by pleuro-mediastinal inflammatory 
reactions as a result of rupture at the sites of 
anastomosis of the graft. Because of this it is 
recommended that a pleural drain be left im situ 
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for a reasonably long period. Details are given 
of two cases in which a colonic graft was 
successfully employed. 


Surgery of the patent ductus arteriosus.—In cases 
of patent ductus arteriosus, in which the pul- 
monary blood pressure is as high as, or higher 
than, the systemic blood pressure, A. Actis- 
Dato and A. Tarquini recommend that, before 
operation is decided upon, the effect of tem- 
porary occlusion of the*ductus upon the pul- 
monary blood pressure should be investigated. 
A fall of the pressure is considered to be an 
indication for operation, whilst a rise in blood 
pressure is a definite contraindication. The 
absence of any effect on the pulmonary blood 
pressure by temporary closure of the ductus is 
not definitely a contraindication, and it is 
suggested that in such cases the effect of drugs 
or exercise on the pressure should be investi- 
gated. The aim of such ancillary investigation 
is to establish whether or not there is any 
functional factor responsible for the raised 
pulmonary pressure. Should there be any such 
functional factor, this suggests that there is 
some possibility of the pressure falling should it 
be decided to occlude the ductus permanently. 
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fifty Bears Ago 


‘I dogmatise and am contradicted, and in this conflict of opinions and sentiments I find delight’ 
Extracts from Hawkins’ Life of Johnson, p. 92. 


FEBRUARY 


“THE transcendent advantage of early diagnosis 
is one of the natural fruits of specific treatment’ 
writes W. Camac Wilkinson in his Weber- 
Parkes prize essay on “The diagnosis and treat- 
ment of tuberculosis by tuberculin’. ‘Every 


year’, he asserts, ‘fresh evidence strengthens the 


William Camac Wilkinson, M.D., F.R.C.P. (1857-1946) 


conviction that in the very earliest stages of 
pulmonary tuberculosis there is no other trust- 
worthy test than tuberculin’. If tuberculin were 
exploited to the full in diagnosis and treatment 
‘we should be drawing near to the ‘“‘con- 
summation devoutly to be wished”’ when . 

pulmonary tuberculosis, would be cured in its 
early stages, and the horror, suffering, and 
misery, nowadays associated with the second and 
third stages of this disease, would be largely 
mitigated’. He concludes: “The early treatment 
of tuberculosis by means of tuberculin is a real 
step forward in prophylaxis—-of far greater 
efficacy than sanatorium methods in preventing 
the escape of tubercle bacilli at a later date 
from early lesions and also in converting the 
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open into the closed form of pulmonary 
tuberculosis’. 

William Camac Wilkinson won a gold medal 
in classics at Sydney before coming to London, 
where he graduated M.B. with first-class honours 
in 1882. He obtained the M.D. and M.R.C.P. 
two years later, and was elected F.R.C.P. in 
1902. One of Koch’s most faithful followers, 
Wilkinson hailed the introduction of old tuber- 
culin in 1890 with enthusiasm, and from 1901, 
when ‘new tuberculin’ was announced, began 
the advocacy of tuberculin treatment which he 
maintained throughout his career. His post- 
graduate studies in Europe had been followed 
by a period as lecturer in medicine and pathology 
at the University of Sydney. When he returned 
to London in 1910 he established himself in 
consultant practice, but devoted much time to 
the tuberculin dispensary movement. He argued 
that two hundred clinics in London would con- 
siderably reduce the need for sanatorium beds. 
Wilkinson's faith endured long after the text- 
books had ceased to give tuberculin treatment 
more than passing mention. Even as late as 1933 
he published “Tuberculin, its Vindication by 
Technique’, in which he displayed the same 
enthusiasm and combativeness which had been 
so much a feature of his prize essay of 1909. 

In ‘A clinical lecture on suppuration in the 
knee joint: its causes and treatment’, Arthur E. 
Barker, F.R.C.S., Surgeon to University College 
Hospital, recalls the time ‘not so long ago’ when 
suppuration in the knee joint was a threat to life 
and often led to amputation or to ankylosis. ‘In 
my own experience of joint surgery . . . I have 
never found it necessary to amputate for septic 
infection of the knee . . . We owe this progress 
not only to improved asepsis, but to the splendid 
researches of the bacteriologists of the last few 
years, and to sounder principles of treatment 
based upon conclusions drawn from them .. . ’ 
Summarizing the treatment, he recommends 
that in cases seen early an attempt be made 
‘by the Bier’s bandage to arrest the inflamma- 
tion’. Should this prove insufficient ‘we should 
aspirate and ascertain the nature of the micro- 
organism by smears and cultivation’. Signs of 
increasing mischief should be taken as an in- 
dication for flushing out the joint with sterile 
normal saline solution. ‘I have for many years 
held that to wash out a joint with chemical 
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germicides is not only unnecessary but hurtful 
... To employ chemical germicides is to damage 
the very tissues whose resisting power we desire 
to raise. If they are strong enough to kill the 
bacteria they are also strong enough to kill the 
cells of the tissues. If they are not strong enough 
they are no better than simple isotonic normal 
saline solution, which is innocuous and can, 
moreover, be used in any amount and at high 
pressure’. 

In ‘Milk, sweet and sour’, C. H. Cattle, M.D., 
F.R.C.P., writes: ‘Milk is commonly ordered in 
sickness, but I think the medical profession 
might do a great deal of good if its use was more 
insisted on for people in health’. On the subject 
of cheese he declares that ‘very frequently the 
higher priced kinds have lost in nutritive value 
from the decomposing action of the germs on 
the proteid’. Of unclean milk he says: ‘Man with 
his long intestine of herbivorous type has enough 
on his hands to escape the incursions of his own 
colon bacilli, let alone those of the cow’. 

In ‘Painless labour’, Spencer  Sheill, 
F.R.C.P.1., tells of his experience with the 
injection of scopolamine-morphine hypodermic- 
ally, concluding that the method ‘presents many 
advantages to the accoucheur, but it remains to 
be demonstrated that these are not outweighed 
in the majority of cases by certain disadvantages’ 
Writing on “The use of the ultra microscope for 
the early diagnosis of syphilis’ Hugh Wansey 
Bayly states that the Wassermann reaction ‘is 
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not of much assistance in enabling us to deter- 
mine whether a sore which has just appeared is 
syphilitic or not, and it is just in this particular 
class of case that we can rely with practically 
complete confidence on dark-ground illumina- 
tion of fresh unstained material’. 

Reviewing recent advances in dermatology 
J. M. H. Macleod mentions important resolu- 
tions passed at the second International Scien- 
tific Conference held in Bergen in August, 1909, 
one being: “That the clinical study of leprosy 
induces the belief that it is not incurable, but 
that we do not at present possess a certain 
specific remedy’. Allusion is made to carbon 
dioxide snow, ‘a useful addition to the list of 
local therapeutic agents’, and excellent ‘for 
raised vascular nevi and hairy moles’. 

Discussing ‘Otosclerosis’, D. Lindley Sewell, 
M.B., B.S., writes: ‘Of the operations that have 
been performed for otosclerosis two only need 
be mentioned—excision of the stapes and the 
making of a second opening in the inner tym- 
panic wall. The results of both these procedures 
have been extremely disappointing and dis- 
courage further attempts in this direction’. 

In ‘The treatment of diabetes’, Harry E. 
Smith writes: ‘Some cases of diabetes which do 
not respond to codeina . . . respond to iodide of 
calcium’, which ‘seems to rid the patient of the 
wretched feeling of “illness’’ which most 
diabetics seem to suffer from’. 


T. H. B. 
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MOTORING NOTES 


A Car for Doctors 
By JOHN PRESTON 


So far as I am aware, there are no statistics about 
the makes of cars owned by practitioners, but it 
would not surprise me to find that the Rover 
is high on the list. The cars made by this 
company have certain qualities that appeal par- 
ticularly to professional people: they are 





Fic. 1.—The Rover ‘80 


designed with exceptional attention to detail 
both mechanically and in the bodywork, and 
they are constructed with a standard of work- 
manship that makes them a pleasure to drive 
At the last Motor Show the company reduced 
the number of its models and simplified its 
manufacturing programme by the introduction 
of the ‘80’ (fig. 1) and ‘100’, which replace the 
‘60’, the ‘75’, the ‘go’ and the ‘105’, while re- 
taining the 3-litre model unchanged 


THE ROVER ‘80’ 
The ‘80’ has a new 4-cylinder engine of 2,286 
c.c. which is a development of the engine used 
in some of the Land Rover models and is almost 
the same size as the previous 6-cylinder ‘75’ 
It differs from the previous ‘60’ four-cylinder 
engine, which had a capacity of 1,977 c.c., not 
only in size but in the layout of its valve gear. 
Instead of the overhead inlet and side exhaust 
valve arrangement which distinguished the ‘6o’, 


the ‘80’ has an orthodox arrangement of push-rod 
overhead valves. The new engine, developing 
17 more b.h.p. than the ‘60’, gives a noticeably 
improved performance with better acceleration 
and a higher maximum speed, which is now in 
excess of 80 m.p.h. It was only to be expected 
that this bigger and more powerful engine 
would use more petrol, and the increase in con- 
sumption is perhaps more noticeable because the 
‘60’ was exceptionally economical. The actual 
figure, which may be anything from 20 to 26 
m.p.g., largely depends upon the way the car is 
driven, and this point is of particular importance 
with the Rover ‘80’ because it is fitted with an 
overdrive gear as standard equipment. 


OVERDRIVE 
The overdrive reduces the engine revolutions 
by 22% and enables the car to be driven at a 
fair speed on a fairly small throttle opening. Any 
driver who does not use the overdrive, and I 
myself drove with a Rover owner recently who 
never used his overdrive gear at all, would 
inevitably use more petrol. And if this were 
coupled with liberal use of the indirect gears 
his petrol consumption would be vastly dif- 
ferent from that of a man whose primary con- 
cern was to keep down the engine revolutions. 
The overdrive gear of the Rover ‘80’ is selected 
by means of a lever on the left-hand side of the 
steering column. When accelerating hard the 
overdrive gear is not engaged until the accelera- 
tor pedal is lifted momentarily, whilst in the 
reverse procedure the change down to normal 
top is made, after selecting the gear, by dabbing 
the accelerator pedal as the speed drops. An 
extra refinement is that when the car is in 
overdrive, top gear can be engaged by fully 
depressing the accelerator pedal, as with the 
kick-down of automatic transmission, to obtain 
faster acceleration when overtaking ‘another 
vehicle. 
QUIET AND SMOOTH 

For a 4-cylinder unit, the Rover ‘80’ engine 
is pleasantly quiet and smooth except for a brief 
period of slight roughness between 30 and 40 
m.p.h., after which it is indistinguishable from 
a 6-cylinder engine. It remains smooth when the 
car is accelerated to its practical maximum speed 
of 40 m.p.h. in second gear and 60 m.p.h. in 
third. When overdrive is engaged the car cruises 
at 70 m.p.h. or more with a satisfying lack of 
effort—at 70 m.p.h. the engine is turning at 
about 3000 r.p.m. There is, of course, little 
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reserve of power, but this is quickly available 
by using the kick-down engagement of normal 
top gear. The gear change of the Rover works a 
good deal better than a driver handling it for 
the first time would expect. The central lever, 
mounted in such a way as to permit the driver 
to slide across the seat to the nearside door (fig. 
2), seems rather indeterminate and ‘spongy’ 
in action, but action of the lever 
becomes familiar and the driver remembers to 


once the 


use a sideways pressure on the lever in the 
change from second to third and vice versa, 
gear changes can be made with very little effort. 
An excellent feature of the gearbox is that first 
gear can invariably be engaged from a standstill 
in traffic, in contrast to so many cars in which 
first is sometimes difficult to engage and second 
has to be used instead 


BETTER BRAKES 

The Rover ‘80’ shows a big improvement over 
the previous models in having Girling disc 
brakes on the front wheels, these giving a 
constant degree of power which adds greatly to 
the confidence of the driver. There were 
occasions with the previous model when emer- 
gency braking could give the driver some anxiety 
about whether he would stop in time, but with 
the new disc brakes this feeling disappears. 

The steering is restful on a long journey but 
when negotiating narrow and a 
judgment of vehicle width is required, the steer- 


lanes nice 


ing is found to be lacking in precision. This is 


accentuated by the high bonnet line which 
obscures the nearside of the car in spite of the 
generally high construction of the body and 
seats. The seats themselves are exceptionally 
comfortable and have evidently been designed 
by a student of anatomy who knows where and 
in what degree to give the driver and passengers 
support. The upholstery and hide covering are 
both of the best quality. In addition to the 
normal fore and aft movement by a quick action 
lever, the seats can be adjusted for height and 
rake with the aid of a spanner. The Rover gives 
the impression of being a solidly built, some- 
what heavy car as it rides smoothly over all 
kinds of road surfaces, and this, combined with 
an entire freedom from rattles and squeaks, 
gives the driver a satisfying sense of well-being. 

A minor criticism of this and previous Rovers 
is that the panel light is not linked with the 
side lights so that there is no means of telling 
whether the latter are switched on, except by 
flicking the headlamp switch which is situated 
on the right-hand side of the steering column in 
conjunction with the switch for the traffic 
indicators. 

Altogether, the Rover ‘80’ will not disappoint 
practitioners who already possess cars of this 
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make nor those for whom motoring by Rover 
is a new experience. 


COLOURED SPECTACLES 
I notice that the American Medical Association 
is reported in a Swiss paper to have commented 
adversely on the use of coloured spectacles or 
windscreens for night driving because they cut 


Fic. 2.—Interior view of the Rover ‘80’, showing the 
position of the gear lever. 

down the amount of light reaching the eyes and 
expose the eyes to greater danger of dazzle from 
oncoming cars. Anti-dazzle spectacles are not 
widely used in this country, nor indeed 
are tinted windscreens, but the American 
opinion is of interest in its remark about coloured 
spectacles or windscreens cutting down the 
amount of light. This is an argument used by 
those in favour of the use of yellow headlamps, 
which are widely believed to reduce dazzle. I 
have noticed that this opinion is often expressed 
by motorists returning from France, where 
yellow headlamps are compulsory. Various 
bodies have examined this claim in England and 
have invariably reported that there is no dif- 
ference between the amount of dazzle caused by 
white and yellow headlights. Why, then, do so 
many motorists imagine that yellow lights are 
preferable to white ones? The answer, I believe, 
lies in the fact that the French headlights have a 
much more positive cut-off arrangement when 
they are dipped, and it is this that reduces the 
amount of dazzle they cause to oncoming drivers. 
British motorists crossing the Channel on their 
return from a holiday and finding themselves 
on the verge of being dazzled by dipped head- 
lights often point to the contrast of France, 
where they were motoring only the previous 
night without any threat of dazzle. If they were 
to get behind the wheel of a French car, they 
would soon understand why, because the range of 
visibility when the headlights are dipped is 
severely and abruptly curtailed by the flat top of 
the headlight beam. 
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Sun-Baked Horizons 
By PENELOPE TURING 


Just before Christmas | paid a literally flying 
visit to a number of places in the eastern 
Mediterranean. This was by way of the new 
Comet 4Bs which B.E.A. are putting into service 
on a number of their routes this spring, in some 
cases in association with the Greek Olympic 


Fic. 1.—14th century Frankish Bellapais Abbey 
Kyrenia. (By courtesy of British European 
Ltd.) 


Airways, and which often cut flying time by 
about ore-third. It is still amazing to me that 
one could breakfast in Istanbul, spend a large 
part of the morning in Athens—climbing among 
the sunlit marble on the Acropolis, driving 
through the bazaars, watching a guard of 
honour of Evzones outside the royal palace 
drink an afternoon aperitif in Munich, and be 
back in London in time for dinner. But I did 
all these things on our return journey. By the 
power of air travel the Near East is unrolled 
swiftly, effortlessly, beneath one like a richly 
patterned carpet; and the scope of those holidays 
where time is limited has been greatly increased 

My visits were, of necessity, brief, and I know 
that many readers will have a far more thorough 
knowledge of two small countries of which I am 
going to write: Cyprus and Israel. Nonetheless, 
from the limited amount that I was able to see 
of them, I am convinced that they offer great 
possibilities for those who want to sample some- 
thing quite different from the more familiar 
Mediterranean lands. 

Both countries have been the scene of strife 
in recent years, both have history grounded 
deep in their sands and mountains. Both are 
blessed with sunshine and washed by a sea of 
vivid ultramarine. Both are particularly anxious 
to encourage visitors from overseas. It is a 


mixture of all these things which gives them their 
special interest. 
NICOSIA 

From the air Cyprus in December is a brown 
island—brown fields, brown mountains stained 
with copper ore—enwrapped by blue sea. I 
believe that for a short time in early spring it is 
clothed with green; otherwise this is a land 
perpetually sun tanned. On ground level, how- 
ever, the country takes on its own life. Ripe 
oranges were hanging on the trees, roses, dahlias 
and geraniums blooming in the gardens, though 
‘garden’ is perhaps a courtesy title, for most of 
the smaller homes were backed by all-purpose 
yards. 

The airport is close to the capital, Nicosia, in 
the centre of the island. This is a good base 
for at least part of a holiday; you will probably 
want to stay on the coast also. In Nicosia | 
stayed at the Ledra Palace, an attractive, ‘luxury’ 
hotel with spacious public rooms, comfortable 
bedrooms, and quite good food—alrhough their 
sole meumiére had a closer affinity with oil than I 
really enjoy. The charges here are about £3 3s. 
a day en pension, £3 10s. with a private bath 
Nicosia is a blending of old anc new. The 
ancient town is still encircled by walls built by 


Fic. 2.—Modern flats in Tel Aviv. (By courtesy of British 
European Airways Ltd.) 


the Venetians who took the island in 1489, 
although this date is late in the history of Cyprus. 
It had Stone Age settlements in. 3700 B.c., 
became in turn .a possession of Egyptians, 
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Greeks, Romans, a part of the Byzantine empire, 
a base of the Crusaders, and for three hundred 
years before the coming of the Venetians it was 
under Frankish rule, a great period for its 
architecture. Today, Nicosia has shops and 
restaurants, minarets and bazaars, east and west 
side by side. It also has some night life. I liked 
the Chanticlair night club, and its simple floor 
show had more life and sparkle than many in 
the western capitals—especially the Armin Trio, 
an Italian comedy dance team who told me 
they are coming to the Savoy in London later 
this year. 

Cyprus’s mountains rise to over 6000 feet, 
and there is skiing here in January and February, 
although below on the coast the average tem- 
perature during these months is between 50 
and 60°F. Some rain falls during the winter, 
but seldom for long, and a winter holiday here 
would be delightful. Spring is said to be glorious, 
summer naturally very hot, autumn delightful 
again. 


RICH IN HISTORY 
Drive north through the mountains from Nicosia 
and you come on an exquisite view of the port 
of Kyrenia (fig. 1) with its mediaval citadel 
Famagusta to the south-east also has ancient 
fortifications and of Othello’s 
tragedy—so much more real to us than a great 
deal of actual history. Near Limassol Richard 
Ceeur de Lion married Berengaria of Navarre 
Paphos was the Roman capital where St. Paul 
converted the Governor to Christianity. Every 
corner of Cyprus is rich in history—and in 
mythology too, for it was the birthplace of 
Aphrodite. And with all this there are the vine- 
yards and orchards, pine woods and beaches 
wish I could 


was the scene 


where you can swim and sail. | 
go back there. 


THE HOLY LAND 
Much has changed since the 
Crusaders but pilgrims still travel to the Holy 
Land, and now they are joined by tourists who go 
not only to see the Bible cities but also a new 
country which has been born in post-war years 
I was very much impressed by the admiration of 
various British residents in the Near East for the 
work being done in Israel. Thousands of tons of 
earth carried from the mountains have been 
spread on the apricot-coloured sands round Tel 
Aviv, scrub is planted to consolidate the soil 
and after five years burned off, when the land 
can be used for agriculture. Western ideas and 
amenities have been introduced in the new 
towns. 

Coming by air you land at Lod Airport close 
to Tel Aviv, and this modern city (fig. 2) is a 
good centre, little more than an hour’s drive 
from Jerusalem. There are good hotels in Israel, 


days of the 
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rather more expensive than in Cyprus. At ‘A’ 
hotels—luxury and first class—the en pension 
rates are about £3 to 44 guineas daily, and these 
charges are subject to a high-season increase of 
20% from March to May. From Tel Aviv it is 
easy to visit Jerusalem, and to make two or three 
day tours which include Nazareth (fig. 3), 
Tiberias and the Sea of Galilee, and Capernaum; 


FIG. 3.— Nazareth. (By courtesy of British European Air- 
ways Ltd.) 


or to Eilat, the port on the Red Sea. Visitors are 
also encouraged to see some of the collective 


settlements, kibbutzim, which exist in many 
districts. 

In winter, average temperatures are about 
64° F. and there are short spells of rain; at this 
time the recommended holiday centres are the 
Tiberias region on the Sea of Galilee, Eilat, and 
Sodom on the Dead Sea—1,292 feet below sea 
level, lowest point on the earth. Summers are 
hot and practically without rain, and the best 
places to stay are on the coast—Tel Aviv for 
example—or the hill towns like Jerusalem. But 
wherever you go you will find life and colour, 
the new and the unchangeable, while the desert 
is tilled that it may blossom, one day perhaps 


with the fullness and beauty of the rose. 


Flying time and fares from London Airport are 
Nicosia 6 hours 50 minutes, tourist return £108, night 
tourist £85; Tel Aviv 7 hours 20 minutes, 1st class return 
£209 145., tourist £141 15s. Wings Ltd., 48 Park Road, 
Baker Street, London, N.W.1, offer a 19-day air tour of 
the Middle East including Israel for little more than the 
standard tourist return to Tel Aviv, and have other 


attractive itineraries in Greece. 
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in most cases... 


OO ends the need for painful penicillin injections 


COMPOCILLIN-VK (Potassium Penicillin V) provides high blosd levels quickly and 
conveniently. CVK may be used wherever penicillin therapy’ is 
indicated, the easily swallowed Filmtabs and cherry-flavoured 
CVK Solution being particularly suitable for children. The 
normal adult dose is 125 mg. to 250 mg. every four to six hours; 
for children, dcsage may be reduced in proportion to weight 
CVK is also available combined with double and triple sulphas 


ABBOTT LABORATORIES LTD : LONDON 
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Terramycin 


eeaneveor vrTaereaeecretinge 


—the real force against 


CHRONIG BRONCHITIS 


“The most useful [oral antibiotic] is oxytetracycline and there 
is_no doubt as to its value in reducing the amount and the 


purulence of sputum.””! 


‘Practitioner, 1955, 175, 670. 


GD science For THe worto's wet-beine 


Pfizer Limited folkestone - Kent 


* Trade Mark 





BRIDGE NOTES 
Ruffing 


By E. W. DENHAM anp M. A. FREESTONE 


Most ruffirg is simple, but errors are made 
sometimes through players not planning ahead 
at the beginning and sometimes through their 
not taking advantage of chances which offer 
some hope of success 
Dr. Bentinck playing the 

hands in a four heart contract. Dr 
sitting South, had led a small heart 


North 
(Mr. Scalpel) 


following 
(Edipus, 


was 


East 
Dr. Bentinck) 


Q8s3 


: 


@83 

9K 
@AkK 
#As8 


South 
(Dr. CEdipus) 

Welcoming the chance of capturing an 
honour in North’s hand, Dr. Bentinck played 
the 6 from dummy, and overtook North’s Jack 
with his King. But this play was, of course, 
his undoing. He was now compelled to use 
dummy’s Ace to ruff a diamond, and thus lost 
a trump trick when he led the suit. Dr. GEdipus 
pointed out that the play of the Ace of hearts 
on the first round would have ensured the 
contract, since no over-ruff of a third diamond 
would have been possible and since the hearts 
were evenly divided. He added, ‘Of course this 
hand had to be played on the assumption that 
the hearts were evenly distributed’. 

On another occasion the following hands had 
been dealt. Dr. Bentinck was playing a four 
spade contract. Dr. (Edipus, sitting South, had 
led the Ace of diamonds. 


North 
(Mr. Scalpel) 

West East 
(Mr. Forceps) Bentinck) 
@ 10976 8543 
D4 6 432 


3 9 432 
South 
(Dr. CEdipus) 
On the Ace of diamonds Dr. Bentinck 
dropped the King, and Dr. Cdipus thought 
for a few minutes. He did not believe that 


Dr. Bentinck held only a singleton diamond, 


and felt that if Dr. Bentinck held the Queen of 


diamonds he could almost certainly make 
whatever use of it he wished whenever he 
pleased. Dr. (Edipus therefore decided to lead a 
second diamond. 

Dr. Bentinck could not see that it mattered 
much whether he discarded one of dummy’s 
hearts or clubs. He drew a heart, and after 
winning the trick with his Queen of diamonds, 
he began to consider the subsequent play. He 
played on, to lose, of course, two spade tricks 
as well as a heart. 

Sitting behind declarer and holding only the 
Queen Jack of trumps Dr. (Edipus, who had 


been fearing the worst for his score card, 
explained, ‘This hand could easily have 
been played successfully’. First, an even 
distribution of trumps had to be assumed, with 
Mr. Scalpel holding the Ace. One lead of 
trumps from dummy was necessary, and this 
could easily have been made possible by ruffing 
the second round of diamonds in dummy. 

In another hand Dr. Bentinck was playing 
a four-heart contract and Dr. CEdipus had 
led the seven of spades. 


North 
(Mr. Forceps) 


South 
(Dr. C2dipus) 


Dr. Bentinck played dummy’s Queen, which 
was overtaken by Mr. Forceps’ King. Mr. 
Forceps led the Queen of hearts. Dr. Bentinck 
was not at all displeased by this, for he wanted 
to make two more spade tricks and he feared a 
ruff on the suit. He therefore captured the 
Queen of hearts with his Ace, and then won a 
second round of hearts with his King. Every- 
body followed. But now the contract could be 
made only if a diamond could be ruffed in 
dummy. Dr. Bentinck led the Ace of diamonds, 
followed by the 5. But a miracle did not happen. 
Mr. Forceps won the round with the 10, and 
by leading his remaining trump ended the 
possibility of a diamond ruff in dummy. 

Dr. (Edipus, who held the diamonds which 
would have ensured success if the hand had 
been played correctly at the end, remarked, 
‘Can you see your mistake? You should not 
have played the second round of hearts, but you 
still would have been able to ruff in dummy if 
only you had led your Jack of diamonds instead 
of the 5 on the second round. By leading a small 
diamond you gave both opponents the chance 
to take the lead. But by leading the Jack you 
would have made your contract if the King and 
Queen were both in the hand which did not 
hold the opponents’ remaining trump’. 

The complete deal was:— 


North 
(Mr. pesceps 
@Kk 


West 


East 
(Mr. Scalpel) (Dr. = seen 
@AQjz2 


6 

SAK 987 
S4is 
@aA 


3 


542 





A 106 THE PRACTITIONER 








DOOOOOOCOOODO000CO DODO DOO OOOOoDDODooN 


46 


Metabolic stress 
in the aged... 


Lucozade is of particular value to the elderly patient 
under stress, or when nervous and muscular fatigue are 
imminent. it is especially pleasing to the palate when 


the idea of solid food is distasteful. The delicious taste 





of Lucozade makes It a most satisfactory drink in cases 
of nausea associated with gastric disturbance; and it will 


often help in the assimilation of other food. 


Lucozade is lightly carbonated with an attractive 
golden colour and a pleasant citrus flavour. It 
contains 23.5% w/v Liquid Glucose and its energy 
value is 21 Calories per fluid ounce. It is supplied 
in 6 oz. and 26 oz. bottles. 


LUCOZADE 
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THEIR VIEWS COUNT 


q Patrick Mennem, DAILY MIRROR 
The Triumph Herald saloon—“T 
cruised in it without fuss at 65 m.p.h. 
and still had 10 m. p-h. in hand... It 
is easy to handle ‘ 








4 Gordon Wilkins, OBSERVER 
The Triumph Herald-—“I do not 
know any other small car which offers 
such a combination of riding comfort 
and road holding.” 


Charles Fothergill. pAiLy SKETCH DP 
The Triumph Herald Extremely 
slim front and rear pillars, high wide- 
curved windscreen and large windows 
giving greater visibility.” 


had 


4 Basil Cardew, DAILY EXPRESS 
The Triumph Herald — “Over the 
mountain roads and cart-tracks the 
Herald behaved like a sports car in 
road-holding and sureness of stcering 
touch. l’ut that down to the four- 
wheel independent suspension.” 


4 Jan Nickols, SUNDAY TIMES 
The Triumph Herald — ‘This is not 
merely a revolutionary car in respect 
of design, but it is thoroughly practical 
and it works very well.” 


The new experience in motoring! 


Write to Standard 
Triumph, ff coventry. 

era for copy of * What 
the Press Think” 


PRODUCT or THE STANDARD-TRIUMPH Gcraowur 


THE TRIUMPH HERALD [8 A 
| Gro. 8181 


FACTORIES COVENTRY LONDON SHOWROOMS BERKELEY SQUARE W 





‘“‘BARBITURATE 
DEATHS 
INCREASING” 


Under this warning headline the British 
Medical Journal, in an editorial of October 
17, 1959, draws attention to the increasing 
number of deaths by poisoning, once again 
emphasizing “that barbiturates are the most 
prominent group of drugs causing these 
deaths.”” How great the increase has been in 
recent years can be seen from the latest avail- 
able figures, which show that 75% of suicidal 
deaths due to drugs and 80% of all accidental 
deaths by poisoning are caused by barbitu- 
rates. From these facts it is evident, the article 
concludes, that the barbiturates present a 
hazard that the existing precautions against 
overdosing have not overcome and that “the 
increasing number of these deaths would 


j 


suggest that something more is needed.” 


‘DISTAVAL’ 


TRADE MARK 


NON-BARBITURIC 


( conrad 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 
Telephone: LIBerty 6600 


Owners of the trade mark ‘Distavel” 





A SAFE 
ALTERNATIVE 


A letter to the British Medical Journal (October 
3rd, 1959) from a General Practitioner, suggests 
that the new non-barbituric drug ‘Distaval’ 
seems to be “‘a satisfactory sedative and hypno- 
tic in many patients” and that its use “might go 
a long way towards reducing the present annual 
mortality from overdoses of the central nervous 
system depressants currently prescribed.” In 
support of this view the writer gives the follow- 
ing case history: 

A 70-year-old man, suffering from insomnia 
associated with mild senile dementia, took 
twenty-one 100mg. tablets by mistake. No 
specific treatment was given, there was no vomit- 
ing or evidence of respiratory or cardiac depres- 
sion. After 12 hours apparently normal sleep the 
patient woke up, remaining a little drowsy for a 
further 24 hours. 

Since the introduction of ‘Distaval’ two years 
ago a number of reports have been received of 
cases of gross overdosing with similarly harm- 
less results. On the other hand, no severe toxic 
effects of any kind have been reported. 


SAFE and effective 


SEDATIVE AND HYPNOTIC 


As a sedative ADULTS, one 25mg. tablet 2 or 3 times 

a day, INFANTS & CHILDREN, half to ome 25mg. 
DOSAGE: tablet 1 to 3 times a day 

As a hypnotic at bedtime. ADULTS 50mg. to 200mg 

INFANTS & CHILDREN, 25mg. to 50mg 








When your patient complains of pain 


Probably you would have prescribed codeine or its Be Se Fas But, by 
prescribing Zactirin for your patients with chronic, moderately painful 
conditions, you can be sure you afford really effective, welcome relief 
without the discomforts of constipation, daytime sedation, disorientation 
other disturbing effects associated with prolonged use of analgesics. 
Zactirin contains the new Wyeth analgesic discovery —ethoheptazine. 
Try Zactirisi in your practice and let your patients judge the results. 














Contitiners of 10 and 100 tablets (each containing 75 mg. ethoheptazine citrate, plus 
325 mig. aspirin and 97 mg. calcium carbonate). Write for detailed information. 


* trade mark Z.1 
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*Therapeutische Ur 


Tetrahydrofurfuryl salicylate 
Ethyl nicotinate ; 
n-Heryl nicotinate.... 
Ethyl p-aminobenzoate 
Water-miscible cream base ad 


Transvasin is the registered trade mark of Lloyd-Hamol Lta. 
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penetration in Arthritis and 


Rheumatism 


NICOTINIC, SALICYLIC AND p-AMINOBENZOIC ACIDS in Ester form 


In casEs of soft-tissue rheumatism, and arthritic disorders, many doctors 
are tending more and more to regard Transvasin as an indispensable adju- 
vant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic and 
p-aminobenzoic acids. These esters readily pass the skin barrier in thera- 
peutic quantities, and so enable an effective concentration of drugs to be 
built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia of the underlying tissues. 
It is non-irritant and can be safely used on delicate skins. 

It is now being widely prescribed, with successful clinical results. Since 
a very small quantity is sufficient for each application, the cost of treat- 
ment is extremely low. 


LLOYD-HAMOL tumireD (he) Waterloo Place, London, S.W.1. Whitehall 8654/5) 


Transvasin is available in 1 oz. tubes, 
basic N.H.S. price in the U.K. 2/6. 
Samples and literature will be gladly 
sent on application. 





when you prescribe an analgesic 
remember these facts about 


Veganin 


TRADE MARK 


50 mg 
Phenacetin 250 mq. 
Codeine Phosphate 10 mq. 


greater codeine content 
@® faster disintegration 
r uniform high quality 


low cos Basic N-H-S cost 
| is only 1/3 for 25 


MHL xx/ 
Sa- TT" p. VW. 


WILLIAM R. WARNER & CO, LTD., EASTLEIGH, HAMPSHIRE. 
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° ‘the most powerful analgesic known up to the 
Singularly present time...... singularly more effective 

and less toxic than morphine .,.... acts equally 
well by mouth as by injection . 


more effective immediately with maximum intensity 
Presse med.,(1957, 65, 700. 


and less “some patients with chronic pain have received 
multiple daily doses of dextromoramide for 


more than 20 months without development 
of toleranc« . . « Mausea, vomiting, 


7 
toxic than hypnotic effect, or psychic disorders have 


been encountered infrequently. Constipation 
is virtually absent.” 


morphine Anesth. & Analg., (1959) 98» 14. 





PALFIUM' 


(M.C.P.875) 


In severe pain of inoperable carcinoma, 
severe colic and other forms of intractable 
pain, Palfium relieves pain without clouding 


consciousness or reducing mental activity. 


* d-3-methyl-2,2-dipheny!- Available as Tablets of 5 me. in packs of 


4-morpholinobutyrylpyrro- 25 and 100 


lidine (Dextromoramide : 
Also available in 5 mg. and 10 mg. ampoules. 


M.C.P. Pure Drugs Ltd. 


STATION WHARF, ALPERTON, MIDDLESEX 
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Feelings of insecurity, anxicty and depression are promptly relieved by 
Drinamy] tabicts 


Each ‘ Drinamyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. 
amylobarbitone 


SMITH KLINE & FRENCH LABORATORIES LTD 


DLiPA108 ‘Drinamyl’ is a trade mark 
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Feelings of insecurity, anxicty and depression are promptly relieved by 
Drinamy] tabict 
Each ‘ Drinamyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. 
amylobarbitone 
SMITH KLINE & FRENCH LABORATORIES LTD 


DLiPA108 Drinamy 2 trade mark 
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“But, Doctor, 


I sleep 
so badly” 


Waa T she needs is a good night’s rest. 
But she sleeps badly—and all the worse, 
for worrying about it. 

In such a case, a simple, natural approach 
to the problem is the best. The beneficial 
effects of a warm milk drink at night are well 
known, and many doctors recognize Horlicks 
to be an ideal nightcap. 

Horlicks is partially predigested. It is 


suitable for patients of all ages. 
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Introducing 


‘TLOSONE”’ 


RYL SULPHATE 


SUSPENSION 


A more effective treatment 
‘ell autoned saleshe heme ck-Geona-nar-@| 


‘Weki-von ahel eh-mansmonsnanona-we 


‘Ilosone’ brand propionyl erythromycin ester gives 
quicker, higher and longer-lasting blood Jevels than the 
older erythromycin. preparations. It is available as the 
lauryl sulphate salt, in a readily acceptable suspension, 
Each 5cc. contains the equivalent of 125mg. 
erythromycin base 

The dose is a half to two teaspoonfuls every six hours 
four times daily) depending on age. ‘Ilosone’ Lauryl 
Sulphate 125 for Oral Suspension is supplied in bottles 


to make 6occ., each with a 5cc. plastic spoon. 


Su ly 


ELI LILLY AND COMPANY LIMITED - BASINGSTOKE - ENGLAND 


* TRADE MARK 
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the first 


READY-PREPARED 
suspension 
of potassium penicillin V 


Oral penicillin therapy makes another 
notable advance with the introduction of 
*‘Distaquaine’ V-K Suspension. This is the first 
and only ready-prepared suspension of 
potassium penicillin V—the highly efficient 
oral penicillin already widely prescribed in a 
‘Distaquaine’ V-K Tablets. Now, with the 


introduction of ‘DQV-K’ Suspension, the benefits most efficient 
of potassium penicillin V are made conveniently oral penicillin 
available to all your patients, from the P 
youngest to the oldest. Smooth in consistency ina 
and particularly pleasant to take, ‘DQV-K’ most acceptable 


Suspension is fully effective in teaspoon doses. f 





‘Distaquaine’ V-K Suspension 
, DB) » %4 -;jK. is available in bottles of 60 ml. 
(approx. 2 fi. oz.). Each 5 ml. 
teaspoonful contains 125 mg. 
penicillin V. as potassium salt. 


SUSPENSION Basic Cost to N.H.S.—8s. 10d. 


(Fao THE DISTILLERS COMPANY (Biochemicals) LIMITED 


BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 5.W.19 


Telephone : LIBerty 6600. Owners of the trade mark ‘Distaquaine’ 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


“This new method of the 


administration of antacids (Nulacin 


has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade,” 


PROC, ROY. SOc, MED., December, 1958, 51, 1063 


Ne LACIN tablets, when allowed 


to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat- 
ment for peptic ulcer as well as other 
conditions associated with gastric 


hyperacidity. 


The safety and effectiveness of 
Nulacin therapy has been proven 
by “‘in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
January, 1958, I, 74 

Antacids, The Practitioner, January, 
1957, 178, 43 

Antacids in Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. 7. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 22, 
67-71 

Management of Peptic Ulecration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 

Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 40 

Further Studies on the Reduction 
of Gastric Acidity, Brit. 








Med. J. 23rd January, 
1954, I, 183-184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
Jj. Lab. & Clin. Med., 
1953, 425 955 

The Effect on Gastric 
Acidity of ‘“Nulacin” 
Tablets. Med. 7. Aust., 
28th Novembe T, 19533 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-. 


Further information is available from: 


HORLICKS LIMITED . PHARMACEUTICAL DIVISION 


SLOUGH - BUCKS 
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IET...AS AN AID TO RECOVERY 
Peptic Ulcer, Dyspepsia, Cholecystitis, Diverticulitis, 
Hypertension, Rheumatism. 
... AS AN INTEGRAL PART OF TREATMENT 
Obesity, Diabetes, Nephritis, Congestive Heart Failure, 
Coeliac Disease. 


Diet plays an important part in clinical progress and 
management. Practitioners who require diets drawn up 
to meet the special needs of individual patients are in- 
vited to send appropriate details to the Manager, The 
Energen Dietary Service who will be pleased to prepare 
such diets free of charge. Available only in the United 
Kingdom. 


THE ENERGEN DIETARY SERVICE 


25a BRYANSTON SQUARE * LONDON W1 TEL * AMBASSADOR 9332 
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| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


| This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
7 presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
| have medical approval, and also on others which are 
contra-indicated. You are invited to write for 
7 your copy now. 
| 
| 
| 
| 


mm oder n 


contraceptive 





technique 


The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 
“coitus interruptus ”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 306 , HALL LANE, LONDON, E.4 








BINDING CASES 


Binding cases for volume 183 (July 
to December, 1959) and previous 
volumes are now available in green 
cloth with gilt lettering, price 6s. 
each, post free 

The cases are made to hold six 
copies of the journal after the ad- 
vertisement pages have been re- 
moved; they are not self-binding 


Alternatively, subscribers’ copies 
can be bound at an inclusive charge 
of 15s. per volume; this includes 
the cost of the binding case and 
return postage. 


Send your order, with remittance, to Agreeabie basic therapy by 
Benger for all peptic ulcera- 
The Bookbinding Department tion. Does not cause alkal- 


THE PRACTITIONER osis, maintains vitamin ang 


phosphorus absorption. 
5 BENTINCK STREET, LONDON, W.1 
Aluphos is a trade mark 























control that cough with Bromodeine 


Pleasant-tasting, soothing Bromodeine controls 
coughing without eliminating the cough reflex. 
The bromoform and codeine have an anti-spasmodic, 
sedative effect; while congestion and irritation 


in chest and throat are relieved by extracts FORMULA: Bromof. B.P.C., 085%, 
a . Codeine Hydrochlor. B.P.C., 025%, 
of wild cherry, senega and krameria. Krameria B.P.C., Prunus Serotina 


Bromodeine is suitable for adults ars ae B.P.C., os Rquid extract 
. each of 1°14% 

and children of all ages. Packings: 2 0z, 40z, 16 oz, 80 oz bottles. 
Basic N.H.S. cost : 2 fi. oz, 1/99 

as dispensed. 





Bromodeine neu 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NWI0 
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Hyperacidity ? 


0 


Pleasant - tasting buffered 
antacid by Benger—an ex- 
colient first therapy at the 
onset of dyspepsia or hyper- 
acidity. 


Aluphos is a trade mark 





NEPENTHE 


THE SAFEST AND BEST PREPARATION OF OPIUM 
Nepenthe holds pride of place among the many pre- 
parations of Opium produced over the last 100 years. 
Containing all the constituents of Opium, it does not 
cause the usual unpleasant after-effects associated with 
this drug and is effective over long periods. It can be 
prescribed with complete confidence. 
Packed in 2-, 4-, 8- and 16-oz. bottles and for injection 
in }-oz. rubber-capped bottles, sterile, ready for use. 
TONALIX A tonic restorative highly valued in the 
treatment of devitalised conditions. 
MIST. TUSSINFANS A reliable, palatable, and 
effective combination of expectorants free from 
narcotics and acceptable to the young. 
SEDRESOL OINTMENT _eIt possesses antiseptic, 
sedative and healing properties, and is particularly 
d in affections. 
SYROTUS Ap effective combination of expectorants 
prepared for children, pleasantly flavoured with cherry. 
SYRUP. PECTORALIS RUB. A Cough Linctus 
which will be found excellent in treating persistent 
coughs. 
LOTIO ZINC. SEDATIVA A permanent suspension 
of finely divided zinc oxide, incorporating the cooling 
effect of ether. 


Samples and literature sent on request 


FERRIS & CO. LTD. - BRISTOL 


Telephone: 94314/5 Telegrams: Ferris, Bristo. 











Working for the Nation’s Children 


The Boy who was Chained 


“We are often sorry for the parents who 
come under our notice,” said an Inspector of 
the N.S.P.C.C. recently. “* Take, for instance, 
the parents of an eight-year-old boy who 
had an iron chain and weight attached to 
one of his legs and from which I freed him. 

‘** This boy was not only deaf but mentally 
defective, and he had taken to running away 
from home so that the Police often had to 
bring him back. The parents, who were 
good-hearted people, had built barricades 
around the home and had done everything 
in their power to restrain the boy from run- 
ning away, but even so at times he succeeded 
in doing so and had been retrieved on dif- 
ferent occasions from a main railway line 
and a busy road. His parents feared greatly 
for his life and in a desperate attempt to 
prevent harm coming to him had used the 
chain and weight. 

“When I talked to them they told me that 
they hoped a vacancy could be found for 
their son in an institution where he could 
receive treatment, but so far no opportunity 
for this had presented itself. As a result of 
my visit | was able to represent the urgency 
of the situation to the authorities, who were 
most helpful and took the boy into hospital 
within a matter of days. 

** These parents, who gave every care to their 

other children, were most grateful for the 
Society’s help.” 
Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society: for the scope of the Society’s 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do 
anything at any time to help children whose 
welfare, happiness or future is in jeopardy, 
it will do it. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N-S$-P-C-C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 
The N.S.P.C.C. helped over 100,000 
children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 


No. 41 
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Shortening the period 
of Incapacity in 
f P ) BRONCHITIS 
TRACHEITIS 
WINTER COUGH 














Distribators 


THE ANGLO-FRENCH DRUG CO. LTD. : 


OINTMENT 2 02z., 18 0z., (once or twice daily) 
CAPSULES 20, 90, 500 (one daily on rising) 
LIQUID 2 dram (for infants. Three to six drops 
daily) 

Standardised 


ACIDS 


of high purity and 
BiologicalfActivity 


for 
ECZEMAS FURUNCULOSIS 
VARICOSE ULCERS AND 
DERMATITIS 
WOUND AND FISSURE HEALING 
Often Helpful in PSORIASIS 


Recent statements in connection with blood - cholesterol 
inhibition by essential fatty acids, support our earlier claims 
that dietetic deficiency of the e.f.a underlies many skin 
conditions. This fact provides a reason for the already 
proven efficacy of “F99"’ in a high proportion of cases. It 
has been shown beyond doubt that the integrity of the skin 
depends upon the presence of the essential fatty acids. Both 
capsules and ointment should be used. Literature on request. 


INTERNATIONAL LABORATORIES LTD., Dept P.R.2, 205 HOOK ROAD, CHESSINGTON, SURREY 
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Calms, yet keeps your patient alert and on the job 


‘Stelazine’ relieves anxiety, without depressing and 


soporific effects. It restores both mental and physical 
efficiency in your tense, anxious patients. 


% 


STELAZINE 


Available in | mg. tablets in containers of 
50 and 500 and in | ml. ampoules, each 
containing | mg. ‘ Stelazine’, in packs of 12. 
5 mg. tablets are available for severe mental 


illness. 


Formula Stelazine’ is 2-trifluoromethyl-10-(3’{1”"-methyl 


piperaziny!-4"]-propyl) phenothiazine dihydrochloride 


AN Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 
* *Stelazine’ (trade mark) brand of trifluoperazine. 


SZL:PASO 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DI ISSe)ae 
in water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


copis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture : 
CAFDis 16/- 


SOLPRIN 12/6 cCoDIs 25/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 





ANNOUNCEMENTS 











its An adequate diet plays a considerable part 
Nutrition in mathiaintng the health and vitality of the 
in elderly. Although this fact is well known, 
‘ o malnutrition tends to be more prevalent 
Geriatrics in the higher age groups, as physical and 
economic factors may restrict the choice of 
food and render preparation and cooking 

troublesome. 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 


with Marmite are very popular with old MARMITE 
people who appreciate the piquant flavour. 
Appetising drinks can also be quickly made yeast extract 


by stirring Marmite into boiling water or 
hot milk. 


contains 
Riboflavin (vitamin B,) |.5 mg. per oz 
Niacin (nicotinic acid) 16.5 mg. per oz 
MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 


Literature on request 











madecassol 
NATURAL HEALING AGENT 


For many hundreds of years the plant Centella 
Asiatica has been used in the East to promote healing. 
Yet only recently its active principle, asiaticoside, has 
been isolated and its properties investigated. 

Asiaticoside is a triterpene of the a-amyrine group, 
and experiments have shown it to be a powerful and 
well tolerated cicatrizing agent. Under the name 
Madécassol, this substance has been tested clinically 
and, given parenterally or locally, it quickly promotes 
the formation of new healthy tissue. In severe traumatic 
wounds it facilitates skin grafting and in refractory 
skin ulcers the response is rapid and complete. It is 
invaluable in healing bed sores, etc. 


LEDA Chemicals Ltd., 

Berk House, PO. Box 500, Portman Square, W.1. 
Telephone : HUNter 6688 

Sole distributors for Chinoin, Budapest LDI A 
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ELIXIR 


FOR NEURASTHENIA AND ANXIETY STATES 


is pleasantly flavoured elixir contains Phenobarbitone together 
= Vitamins BI. B2, B6 and Nicotinamide. Ideally suited for 
the treatment of various conditions associated with the B complex 
deficiencies such as general fatigue, anorexia, gastro-intestinal 
disturbances, tachycardia, irritability and depression. FORMULA: 
Phenobarbitone B.P. ¢ grain, Aneurin Hydrochloride B.P. 
1.5 mgm., Riboflavine B.P. 1.0 mgm., Pyridoxine Hydrochloride 
B.P.C. 0.17 mgm., Nicotinamide B.P. 10 .. Glycerin B.P 
42 mimims, Alcohol B.P. 9 minims, Colour and flavour a sufficiency, 
Base to | fluid drachm. 


[ POISON | [si | s4 | 


Available in bottles containing 5, 20, 80 fl. ozs. Basic N.H.S- 
prices 3/9, 14/4, 51/4. 
Also available in tablet form to the above formula. Bottles con- 
taining 250 tablets. Basic N.H.S. price 7/9. 








Hove do 
Vou tackle FLAT FOOT? 


. +. do you prescribe an external wedge on the shoes? 
BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge 
built-in between the inner and outer sole— 
invisible, and completely unaffected by wear 
or repair of the shoe. That is how Start-rite 
INNERAZE shoes are made; why they are the 
only practical solution to this problem. 
Information from Mr. W. J. Peake, James 
Southall & Co. Ltd., Crome Road, Norwich. 


INVISIBLE 
WEDGE SHOES 
BY START-RITE 


(who make the finest children’s shoes of all types) 
Inneraze Shoes are supplied against medical prescription 
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without a shadow of doubt 


clinical use continues to endorse ‘Saluric’ 


as the oral diuretic of choice 


The cost of treatment with ‘Saluric’ (chlorothiazide) has again 
been substantially reduced. The United Kingdom N.H.S. 
basic cost is now 4s. 64d per 12x 0.5 G. tablets. 


* Saluric’ is a regd. trademark 


Merck Sharp & Dohme Limited 
&D Hoddesdon, Herts 
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FIGHT CANCER 
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WITH A WILL! 


When you are consulted about bequests for Medical work which 
deserves support, please remember the part played by the Imperial 
Cancer Research Fund. It receives no official grant and is entirely 
supported by voluntary donation and bequest. Pioneer in the field of 
cancer research, this organisation was founded by the Royal Colleges 
of Physicians and Surgeons to undertake this vital work in its own 
laboratories. Please help us when you can! 


Biss, IMPERIAL 
[*5*) CANCER RESEARCH FUND 


% 


rene oe PATRON : HER MAJESTY THE QUEEN 


Write for further information to A. Dickson-Wright Esq., M.S., F.R.C.S. 
Royal College of Surgeons, 61 . C.R.F. Lincoln’s Inn Fields, London, W.C.2 
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9” O ways to guarantee 
healthy mixed feeding 


re: 


HEINZ BABY FOODS are a “team” of 29 
varieties. Nourishing and hygienic, they are all 
made to the highest Heinz standards. They are 
good for babies—and mothers too, because 
they mean fuss-free and contented meal times. 


Beef Broth Creamed Spinach 
Beef and Liver Soup Creamed Cereal 
Bone and Vegetable Apples 
Broth A 

? pple Prune and Custard 
Chicken —_ Apricots with Rice 
Creamed Fish Chocolate Pudding 


Tomato Soup . 
Vegetable Soup Fa, Custard with ice 


Beetroot 
Carrots Pineapples with Rice 


Green Beans Piums with Semolina 
Peas Prunes with Cereal 


Junior Foods For Older Babies: 
Vegetable and Beef Dinner 
Tomato, Macaroni and Beef Dinner 
Beans with Ham 

Chicken and Rice 

Fruit Dessert 

Pineapple Rice Pudding 

Apricot Rice Pudding 


HEINZ” 


Oy Armomermenr 1@ 


Baby Foods == 








“There are many ways of 
investing your money, but if you want 
to be certain it’s safe with 
regular interest clear of Income Tax, 
why not put it in the 


Hastings and Thanet 
Building Society 


Send for their Savings booklet 
—it’s well worth reading” 


@ Deposits in this Society are 
Trustee Investments 


@ Assets £34,000,000 
@ Established over 100 years 
@ Member of the Building 
Societies’ Association 
99 Baker Street, 
London, W.1 
Tel.: WELbeck 0028 


Branches and Agencies throughout the Country 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—TuHe EARL SPENCER 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
tients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical bacterio- 
logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X - Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling —-. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, 

For terms and further particulars apply to the Medical Superintendent CFelephone: No. 34354, three lines, 
Northampton), who can be seen in London by appointment. 





Peptic discomfort? | The Medical Service 
of the Royal Navy 


VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short 
Service Commissions of 3 years, on 
termination of which a gratuity of £600 
(tax free) is payable. Ample oppor- 
tunity is granted for transfer to 
Permanent Commissions on completion 


of one year's total service. cers 
sotransferred are paid instead a grant 
of £1,500 (taxable). 


All entrants are required to be 
British subjects whose parents are 
Pleasant - tasting, buffered British subjects, medically qualified, 
antacid by Benger—a con- physically fit, and to pass an interview. 
servative, inexpensive first Full particulars from: 
line of therapy in peptic THE ADMIRALTY MEDICAL DEPARTMENT, 
nen QUEEN ANNE'S MANSIONS, 

: ST. JAMES’S PARK, 
LONDON, S.W.1! 
Aluphos is a trade mark 
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No two babies are alike 


Every baby is an individual. Whether he is a twin, one of triplets 
or even a quadruplet he will almost certainly have differences in basic 
metabolism from his brothers and sisters. The ideal Infant Food, 
therefore, although made to a rigid and consistent formula, must still 
permit flexibility in administration to meet these individual require- 
ments. Without this quality no food can hope fully to fulfil its 
nutritional function. 

The standard Full Cream and Half Cream Milk Foods manufac- 
tured by Cow & Gate lend themselves to a wide range of subtle 
modifications. Of known and unchanging basic compositions, they 
can, separately or in combination, be used to provide for each baby a 
very precise feeding formula adapted exactly to each baby’s specific 
individual requirements. 

In addition, Cow & Gate, with their wide range of specialised Infant 
Foods, present the doctor and nurse with the solution to almost every 
known feeding problem arising either from disease or abnormality. 

The new Cow & Gate Medical Handbook containing formule and 
indications of all these products may be obtained free on application to: 

The Medical and Research Department, 
Cow & Gate Ltd., Guildford, Surrey. 


COW & GATE MILK FOODS 


5855 GUILDFORD - SURREY 
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OSTEOARTHRITIS OF THE KNEE 


HELPING THE RHEUMATIC 
PATIENT TO HELP 
HIMSELF—AND YOU 


In an ageing population, osteoarthritis confronts the 
general practitioner more and more commonly. Joiat- 
stabilising quadriceps exercises are the key to treat- 
ment, but to be successful the patient must fully 
understand them and must carry them out regularly. 
In a busy general practice, there is often too little 
time for the necessary explanation and instruction. 
With advice from a consultant in physical medicine, 
the makers of Algesal Salicylate Cream have prepared 
a leaflet, (illustrated here) which explains the condi- 
tion and its home treatment in simple language. 

It describes the exercises with pictures and shows how 
pain and spasm may be relieved by massage with 
Algesal. This leaflet gives the patient confidence in his 
ability to co-operate fully in his own treatment. 
Other Leaflets in this series deal with lumbo- 
sacral strain, frozen shoulder and painful foot strain. 
They can be had, on request, together with samples 
of Algesal, from E.G.H. Laboratories. 


Algesal 


10% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION 


Algesal is not a counter-irritant or a rubefacient; it is a 
means of putting salicylate through the skin, at the 
site of rheumatic pain. The active ingredient is carried 
in a soothing, non-staining, white vanishing cream, 
with a mild, pleasant smell of lavender. 
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INDICATIONS 


Fibrositis or muscular rheuma- 
tism, osteoarthritis, tenosynovitis, 
lumbo-sacral strain and local 
tissue pain after injury or 
exercise, 

Algesal is prescribable on Form 
E.C.10., basic N.H.S. price 2/84 
per tube inc. P.T. 


E.G.H. LABORATORIES ' PERU STREET: SALFORD 3: LANCS 
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PUBERTY AND ITS PROBLEMS IN GIRLS 


By T. N. MacGregor, M.D., M.R.C.P.Ed., F.R.C.S.Ed., F.R.C.O.G. 
Consultant Obstetrician and Gynecologist, Western General Hospital, Edinburgh; 
Lecturer in Gynecological Endocrinology, University of Edinburgh 


ENDOCRINOLOGICAL PROBLEMS OF ADOLESCENCE 

By A. W. Spence, M.D., F.R.C.P 

Physician, St. Bartholomew's Hospital 
PSYCHOLOGICAL AND PsyYCHIATRIC DISTURBANCES IN ADOLESCENCE 

By Henry Wilson, M.D., F.R.C.P., D.P.M. 

Psychiatrist, The London Hospital 
DERMATOLOGICAL PROBLEMS OF ADOLESCENCE 

By John T. Ingram, M.D., F.R.C.P. 

Professor of Dermatology, University of Durham 
ORTHOPDIC PROBLEMS OF ADOLESCENCE 

By Ronald Furlong, M.B., F.R.C.S 

Orthopedic Surgeon, St. Thomas's H ospital 
‘TUBERCULOSIS IN ADOLESCENCE 

By Frederick Heaf, C.M.G., M.D., F.R.C.P 


David Davies Professor of Tuberculosis, 
The Welsh National School of Medicine, Cardiff 


Tue ADOLESCENT IN INDUSTRY 


By M. E. M. Herford, M.B.E., D.S.O., M.C., M.D., D.P.H. 
Appointed Factory Doctor, Windsor and Slough District 


CuRRENT THERAPEUTICS CX _LVII.—GrISEOFULVIN 


By David I. Williams, M.B., F.R.C.P. 
Physician to the Skin Department, King’s College Hospital 
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FLUSCORBIN 


The short intensive treatment 

for Influenza and colds 

Fluscorbin is a new preparation combining a massive dose of Vitamin C 

with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 

an effective “ attack” treatment of influenza and the common cold 

by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 


Litereture and samples on request. 
CONTINENTAL LABORATORIES LTD. 


101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Teiepnone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, Londoa 
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ISCORBI 


The short intensive treatment 
for Influenza and colds 


Fluscorbin is a new preparation combining a massive dose of Vitamin C 
with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 
an effective “ attack” treatment of influenza and the common cold 
by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 
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Literature and samples on request. 


CONTINENTAL LABORATORIES LTD. 
101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Telephone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, London 





EFFECTIVE LOCAL THERAPY 
WITHOUT RECOURSE 
TO ANTIBIOTICS 


DEQUADIN 


* has wide antimicrobial activity 
against oral pathogens 


* is antifungal as well as 
antibacterial 


is effective in the relief of 
streptococcal sore throat 


is rapidly effective in 
oral thrush 


for infections of the mouth 


DEQUADIN 


LjOoOZEnN GES 





Dequadin Lozenges are available 
in tubes of 20 lozenges 
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Dosage : One lozenge sucked slowly 
every two or three hours. 


STANDARD REFERENCE CARD ON APPLICATION 


Manufactured in England by 
ALLEN & HANBURYS LTD LONDON E2 
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